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Dixon, O. J.: A Departure in the Management of 
Infections of the Sigmoid Sinus. Arch. Oto- 
laryngol., 1925, ii, 453. 

The development of sinus thrombosis depends 
upon: (1) the difficulty of spontaneous drainage of 
the mastoid cells after they become infected; (2) 
the close relation of the sinus to these pent-up in- 
fected cells; (3) the momentary arrest of the blood 
stream within the sinus during each inspiration; 
and (4) the selective action on the blood elements of 
— types of bacteria within the infected mastoid 
cells. 

The author does not open the sinus radically 
even when the clinical findings are those of an in- 
fected thrombus associated with chills, sharp fluctua- 
tions in the temperature, leucocytosis, and sweat- 
ing. Instead, he merely uncovers the vessel thor- 
oughly until he reaches the normal sinus, inserts a 
short gauze wick drain (not a pack), and leaves the 
wound wide open. If the septic symptoms continue 
longer than forty-eight hours after the operation the 
exposed sinus can then be thoroughly opened and 
drained without the use of an anesthetic. 

This two-stage procedure has the advantage of 
reducing the virulence of the organisms within the 
mastoid process. The forty-eight-hour delay does 
not add greatly to the hazards of the operation and 
is of inestimable value in the differential diagnosis 
of pyelitis, endocarditis, pneumonia, malaria, 
erysipelas, and other conditions which, at their 
onset, may present the same clinical picture as 
septic thrombosis. | Howarp A. McKnicut, M.D. 


EYE 
Patton, J. M.: Ocular Protection for Laboratory 
Workers. Am. J. Ophth., 1925, 3 s. viii, 929. 
While treating the eye of a junior medical student 
who was injured in an explosion in a chemical 
laboratory, Patton investigated by questionnaire 
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the frequency of ocular injuries in American colleges 
and the measures taken to prevent such injuries. 
He found that while in some schools the students 
are provided with protective devices and are given 
printed instructions regarding precautions to be ob- 
served in work with dangerous materials, in many 
schools not even the use of goggles is advised. In 
commenting on seven cases in which one or both eyes 
were lost and 112 cases in which other serious in- 
juries resulted from laboratory accidents he em- 
phasizes the moral responsibility of the school to 
the student with regard to such accidents. 
Tuomas D. M.D. 


Duane, A.: Subnormal Accommodation. Arch. 


Ophth., 1925, liv, 566. 

Through clinical research in accommodation 
Duane has called attention to many points often over- 
looked in a cursory examination and left uncorrected 
in the treatment. It takes but a few minutes to deter- 
mine the accommodation in a patient of any age and 
of each eye separately in the so-called presbyopic 
period of life. Accommodative weakness in its 
broadest sense means either a paralysis which pre- 
vents near work or an insufficiency which limits 
near work. 

The author divides insufficiency into two types, 
viz., static, in which the accommodation is slightly 
subnormal (premature presbyopia), and dynamic, 
with or without iridoplegia. In the latter, con- 
vergence insufficiency is the prevailing type of 
muscular anomaly. Congestion of the conjunctiva, 
retina, and nerve head has been noted so frequently 
in insufficiency as to suggest a relation of cause or 
effect. Vircit Wescort, M.D. 


Edmund, C., and Moeller, H. U.: Vision in Light 
of Reduced Intensity. Arch. Ophth., 1925, liv, 
531. 

The authors made a series of gray glasses num- 

bered from 1 to 1o in such a manner that No. 1 

transmitted one tenth of the light, No. 2 one one- 
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hundredth of the light and so on. They were again 
subdivided into quarters as in diopters. With the 
use of these gray lenses, scales of brightness of power 
and of distinction and visual power were produced. 
Besides gray, other colors were incorporated in glass. 
Light adaptation and the influence of brightness of 
illumination in the taking of fields both normal and 
pathological, while well known, have been worked 
out here with scientific exactness. 
Vircit Westcott, M.D. 


Fraser, J. S.: Intranasal Dacryocystostomy. J. 
Laryngol. & Otol., 1925, xl, 723. 

The author describes a slight modification of the 
West operation for the relief of chronic dacryocys- 
titis. He now uses general anesthesia in all cases. 
The time required for the operation is only ten to fifteen 
minutes. The main difficulties encountered in some 
cases are unusual thickness of the bone to be re- 
moved, and bleeding. Fraser gives no after-treat- 
ment. 

Of the first forty-eight patients treated by the 
operation described, thirty-eight were regarded as 
a five were benefited, and five were not bene- 
fited. 

Of the next thirty-five patients, twenty-three 
were cured, but three of these required secondary 
operation. In the remaining twelve cases the results 
were more or less unsuccessful. Fraser states that 
most of the failures were due to the fact that the 
opening was not made large enough. 

Cart F. Bookwa ter, M.D. 


Wherry, W. B.: Acriflavine for Gonorrheeal Oph- 
thalmia. Am. J. Ophth., 1925, 3 s. viii, 858. 


The author reports a case of gonorrhoeal ophthal- 
mia which was referred to him on the tenth day of 
the disease. A cure was obtained by the instillation 
of a few drops of 1:1,000 acriflavine at short intervals. 
Strong solutions of magnesium sulphate and sodium 
chloride were valuable aids. 

Experimentally the author found that in the 
presence of one-fourth to one-half volume of thick 
pleural fluid, 1:2,000 acriflavine kills the gonococcus 
in thirty minutes, and that when small quantities 
of basic sodium phosphate, sodium salicylate, or 
salicylic acid are added the bacteria are killed very 
much more quickly. Aubrey H. Pemser, M.D. 


Reese, A. B.: Melanosis Oculi. Am. J. Ophth., 1925, 
3S. viii, 865. 

Since 1861 only twenty-six cases of melanosis 
oculi have been reported. In this article Reese 
reports a case seen in the Meller Clinic, Vienna, in 
which the eye was enucleated and studied micro- 
scopically. The findings are reported with the aid 
of four illustrations. Reese draws the following 
conclusions: 

As melanosarcoma developed in 29 per cent of the 
recorded cases of melanosis bulbi, the condition is 
potentially dangerous, particularly in the latter 
years of life. 


Pigmentation of the lamina cribrosa no doubt ex- 
plains the nature and site of the areas of pigment 
and discoloration seen occasionally in the disk. 

Heterochromia is not to be confused with mela- 
nosis bulbi. 

Congenital pigment streaks on the posterior sur- 
face of the cornea are due to an aberration in devel- 
opment and are not manifestations of melanosis 
bulbi. Ausrey H. Pemper, M.D. 


Zimmermann, E. L.: The Treatment of Tabetic 
Optic Atrophy. Arch. Ophth., 1925, liv, 545. 


Tabetic optic atrophy has a hopeless prognosis. 
The chief problem is the decision as to treatment. 
If the condition is treated, blindness is sometimes 
hastened, whereas if it is untreated blindness occurs 
ultimately regardless of the measures used. In an 
analysis of the results of treatment only cases in 
which the atrophy is tabetic and not due to cere- 
brospinal syphilis should be included. In the latter, 
the prognosis as to vision is better. In tabetic 
atrophy with loss of central vision and gradual con- 
traction of the visual field, mercury is contra- 
indicated (Wilbrand and Saenger) whereas in cases 
in which the central vision and the field for colors 
remain good with concentric contraction for form, 
mercury is indicated (Wilbrand and Saenger). 

The author reports ten cases of tabetic optic 
atrophy treated by arsphenamin and Swift-Ellis in- 
jections. He comes to the conclusion that, in general, 
a tabetic atrophy with extensive peripheral fields 
allows a much better prognosis than one with equal 
central vision but marked contraction of peripheral 
vision. Vircit Westcott, M.D. 


Holloway, T. B.: Some Comments Concerning 
the Relationship of Tuberculosis to Certain 
Fundus Changes, with Especial Reference to 
Periphlebitic Retinitis. J. Jowa Stale M. Soc., 
1925, XV, 629. 

The diagnosis of intra-ocular tuberculosis (not 
iritic) is not always a simple matter even when gen- 
eral and laboratory examinations are possible. The 
easiest type to diagnose is the miliary choroidal type. 
Retinal disease is often associated with tuberculosis 
elsewhere in the body. Holloway reports two cases 
of retinitis associated with periphlebitis and recur- 
rent hemorrhages into the vitreous in young per- 
sons showing proliferative changes. Both of these 
patients were thoroughly examined in a general 
way. A positive test for tuberculosis was obtained in 
the first case and fibroid changes were noted in both 
upper lobes in the second. In both, the clotting 
time was slow. 

In the treatment of such conditions the author is 
conservative. In cases with hemorrhage the use of 
iodides locally and internally and of dionin locally is 
beneficial. The use of tuberculin should be begun 
with small doses. The author has had no experience 
with foreign proteins and operative procedures in 
such cases. All foci of infection should be removed. 

Vircit Wescott, M.D. 


oe 


— 


Ne 

Of 

fo 

ye 

m 

th 
us 

th 

al 

F 

vi 

ir 

a 

re 

a 

fe 

d 

H 

fc 

Vv 

a 

is 
t 

r 

I 


SURGERY OF THE 


Neame, H., and Wolff, E.: Endothelioma of the 
Optic Nerve. Brit. J. Ophth., 1925, ix, 609. 


The clinical differentiation of endothelioma of the 
optic nerve from fibromatosis is based upon the 
following facts: 

1. Endothelioma usually begins after the thirtieth 
year of age while in 75 per cent of the cases fibro- 
matosis begins before the tenth year. 

2. In endothelioma, the exophthalmos precedes 
the visual defect; in fibromatosis the visual defect is 
usually noted first. 

3. There is usually greater limitation of motion of 
the eyeball in endothelioma than in fibromatosis. 

The pathological differences of the two conditions 
are shown very clearly by photomicrographs. 

Tuomas D. Aten, M.D. 


EAR 


Fowler, E. P.: Fundamentals of Bone Conduction. 
Arch. Otolaryngol., 1925, ii, 529. 

Errors in measuring bone conduction are many, 
varying with the observer, the patient, and the 
instruments used. It is desirable to measure it 
accurately in understandable units suitable for cor- 
relation and charting with air conduction. In the 
author’s method the decrement in intensity of tuning 
fork tone is made the same for air as for bone con- 
duction as the damping is made the same for both. 
Hawley applies the shank of a known calibrated 
fork every three seconds slowly and by firm pressure 
vertically against the mastoid 34 in. behind the ear on 
a level with the superior meatal wall. The patient 
is instructed to answer “‘yes” and “‘no” according 
to whether the fork is heard or not, and the time is 
recorded by a split-second double-hand stop watch. 

If air conduction is to be estimated simultaneously 
with bone conduction, the fork is placed before the 
meatus with the extremity of the flat side of one 
prong parallel with the side of the head and then 
alternated every one second and a half between the 
meatus and the mastoid. In this way the number 
of seconds the fork is heard for air and bone con- 
duction can be learned and curves for each can be 
plotted with the ratio between. Repeated measure- 
ments yield results more dependable than a single 
test, and the accuracy is proportional to the square 
root of the number of observations made. By this 
technique an accuracy of less than a second’s varia- 
tion was obtained. GreorGe R. McAuuirr, M.D. 


Love, J. K., O’Malley, J. F., Mollison, W. M., 
Tilley, H., and Others: Discussion on Artificial 
Aids to Hearing. Proc. Roy. Soc. Med., Lond., 
1925, xviii, Sect. Otol., 37. 

In a discussion on artificial aids to hearing, Love 
presented the wiring chart of the amplifier set used 
by Jones of Los Angeles. 

O’MALLEy divided all aids to hearing into two 
classes, mechanical and electrical, and stated that 
when the former give the desired results their use is 
preferable to electrical aids because they assure 
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clearance of tone, their initial cost is low, and they 
require no expenditure for their maintenance. The 
best results are obtained in middle-ear deafness of 
the catarrhal and otosclerotic types. 

MOLLISON agreed that patients suffering from in- 
ternal ear deafness are seldom helped by any ear 
instrument. ‘ 

TILLEY reported that in cases of large perforations 
of the ear drum he has found very satisfactory the 
use of a small piece of wool soaked in liquid paraffin. 

TWEEDIE stated that the application of paraflin to 
the middle ear presupposes a tolerant middle ear. 
The essential point in its use is the occlusion of the 
fossula rotunda. 

Love agreed with O’ Malley that, to date, there is 
no more efficient instrument than the hearing tube. 
He also stressed the importance of lip reading. 

Scort said that a committee who had investigated 
the various aids to hearing found that as a rule per- 
sons with middle ear deafness of the catarrhal and 
otosclerotic types are benefited by electrical aids, 
but those with senile deafness hear better with a 
plain speaking tube. It is useless to supply instru- 
ments for children suffering from middle-ear deafness. 

DunDAS-GRANT stated that in a study of 368 
patients with middle-ear deafness it was found that 
44 per cent received most assistance from trumpets 
and 45 per cent from electrical apparatus. In old 
age, trumpets are most effective. 

CLEMINSON discussed an apparatus which helps 
to separate the words without modifying their in- 
tensity and has proved helpful particularly in senile 
deafness. 

FRASER reported that in cases of nerve deafness 
long black tubes have proved of value. 

STEVENSON suggested that experimental work 
may make the microphone a very good agent for the 
use of the deaf. A. R. HoLienper, M.D. 


Chisolm, J. J., and Sutton, A. C.: Otomycosis: 
Report of Nine Cases Treated with Potassium 
lodide. Arch. Ololaryngol., 1925, ii, 543. 

The authors believe that otomycotic infections 
are more common than is generally supposed and 
that they are overlooked because of failure to make 
a careful search for mycelia and spores in chronic 
conditions of the external auditory canal and middle 
ear. 

These fungi which belong to the mucoracew and 
aspergillacea, are probably never the primary in- 
vaders but gain a foothold and penetrate deeply 
only after the skin has become macerated as the 
result of some pathological condition. They secrete 
a toxin which may cause a reaction severe enough to 
lead to necrosis and perforation of the ear drum even 
when there has been no previous middle ear disease. 
If the growth is superficial, there may be no symp- 
toms, but if the skin is broken there may be intense 
itching with swelling of the canal, tenderness, and 

ain. 

“ When untreated, the condition may persist for 

years with frequent exacerbations. The diagnosis is 
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suggested by the presence of scales, flakes, and 
crusts in the canal, especially in a patient with an 
intermittent furunculosis, and is confirmed by the 
finding of mycelia and spores in smears. 

In the treatment the authors use 95 per cent 
alcohol or 2 per cent salicylic acid in 70 per cent 
alcohol locally and give potassium iodide three 
times daily, beginning with 5 gr. and increasing the 
dose gradually to 15 gr. This is continued until the 
symptoms are relieved and the ear ceases to drain. 
Then, for a period of from ten to fourteen days, no 
iodide is given, but the local treatment is continued. 
This period is followed by a two weeks’ course of 
potassium iodide, beginning with 10 gr. three times 
daily and increasing to the maximum dosage toler- 
ated. Then, after a rest for two weeks, the fourteen- 
day course is repeated. In obstinate cases the treat- 
ment should be continued for at least six months and 
during this time no water, oil, or ointments should 
be used in the ear. 

Symptoms of iodism must be watched for, and 
when the patient has a concomitant staphylococcic 
skin infection iodides must be used with caution. 

The authors believe that after the fungus has 
penetrated beneath the skin potassium iodide is 
essential as it prevents the development of spores. 
Any mycelia developing after one course of treat- 
ment are killed by the next course. 

Georce R. McAutirr, M.D. 


Galloway, T. C.: Insulin in Diabetes with Mastoid- 
itis. Ann. Otol., Rhinol. & Laryngol., 1925, xxxiv, 
1184. 

Galloway reports a case of mastoiditis with only 
doubtful glycosuria but with a blood-sugar value 
of 0.308 per cent. Simple mastoidectomy was fol- 
lowed by erysipelas, absolute failure of wound repair 
for eighteen days, and symptoms suggesting menin- 
geal irritation. When blood-sugar determinations 
made the diagnosis of diabetes clear, the symptoms 
readily responded to dietary measures and the use 
of insulin, and complete, though slow, healing re- 
sulted. A coincident nephritis is suggested as having 
been the cause of the high renal threshold for sugar. 

The procedures for otological cases, the time and 
indications for operation, the pre-operative prepara- 
tion, and the choice of anaesthetic are discussed and 
the importance of treating foci of infection is 
emphasized. The conclusion is drawn that proper 
surgical intervention can be undertaken with relative 
safety in diabetes. 


NOSE AND SINUSES 


Brooke, C. R.: Ultraviolet Rays in Nasal and Oral 
Conditions. Med. J. & Rec., 1925, cxxii, 681. 


Brooke is very enthusiastic regarding the use of 
ultraviolet rays in nose and throat conditions. He 
discusses their action and the technique of their 
application in infections and hay fever. He believes 
that air-cooled lamps have a “biological action” 
and water-cooled lamps a bactericidal action. 


The rays are applied over the body to increase the 
general resistance and locally in the nose, postnasal 
space, or throat. Brooke has obtained excellent 
results from this treatment in acute nasal infec- 
tions, sinusitis, hay fever, acute tonsillitis, incipient 
peritonsillar abscess, Vincent's angina, pyorrheea, 
and tuberculous ulceration of the buccal cavity. 

Tuomas C. Gattoway, M.D. 


Raffo, E.: The Concomitance of Sinusitis and 
Bronchiectasis. Arch. Otolaryngol., 1925, ii, 557. 


The author considers as tenable the theory that 
chronic sinusitis may be an etiological factor in 
bronchitis and bronchiectasis. The infection of 
the bronchi may occur through the lymph vascular 
system or by the direct inhalation of pus droppings 
into the bronchi. 

The examination of patients with chronic bron- 
chitis is never complete without a careful investiga- 
tion of the upper respiratory tract. Bronchitis and 
sinusitis frequently result during childhood from 
the same cause (acute exanthemata) and occur 
simultaneously, but the sinus infection is often 
overshadowed by the general systemic condition. 
While bronchiectasis is often secondary to bron- 
chitis, the bronchitis and sinusitis being in great 
part the same, no causal property may be attributed 
to sinusitis when it exists with bronchiectasis. How- 
ever, when the two conditions occur concomitantly 
they exert an influence upon one another and in the 
treatment the proper measures should be adopted 
for each. Georce R. McAuttrr, M.D. 


Gottlieb, M. J.: The Significance and Prevention 
of Blindness Due to Intranasal Disease. Laryn- 
goscope, 1925, xxxv, 844. 

Blindness or a decrease of visual capacity caused 
by disease of the nasal accessory sinuses is far more 
frequent than is generally supposed. 

Retrobulbar neuritis is due most frequently to 
disease of the nasal accessory sinuses and abscesses 
of the teeth, and less commonly to toxzmias from 
the intestines or tonsils, syphilis, and such sub- 
stances as lead, arsenic, and acetone. The sphenoid 
and ethmoid are the principal sources of infection 
as the optic commisure is often situated directly 
over the former and the nerve progressing forward 
to the eye lies for about half its length in intimate 
contact with the latter. The vulnerability of the 
nerve to proximate disease is further increased by 
pneumatization and narrow optic canals. 

Retrobulbar neuritis is an interstitial neuritis 
affecting the most sensitive axial bundle innervating 
the macular region. The acute and chronic forms 
differ chiefly in intensity. The acute form, which is 
usually unilateral, is associated with severe headache 
on the same side, pain in the eye on backward pres- 
sure and on movement, and rapid impairment of 
sight which is noted first as a central blur or scotoma 
and progresses until only a narrow peripheral field 
remains. The fundus is negative at first but later 
may show congestion of the nerve head. 
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While the course of the condition is rapid, the 
prognosis is good provided the underlying cause is 
promptly removed. In the chronic form recovery 
is not as liable to be as complete as in the acute form. 
If it is possible to delay operation on the sinuses for 
a sufficient length of time to exclude other sources 
of infection, this should be done, but in many cases 
the progress of the condition is so rapid that the sur- 
geon is justified in opening up the sinuses at once 
without further investigation. The importance of 
haste for the preservation of vision cannot be over- 
emphasized. Grorce R. McAuutrr, M.D. 


MOUTH 


Thomson, M. J.: An Experimental Study of the 
Streptococci Found in Pyorrhoea Alveolaris. 
Edinburgh M. J., 1925, xxxii, 781. 


In a study of pyorrhoea pockets, Thomson ob- 
tained pure cultures of non-hemolytic streptococci 
of the types faecalis and salivarius. 

Experiments on animals, principally rabbits, 
showed the virulence of these organisms to be very 
low. When they were injected their effect appeared 
to depend upon some factor inherent in the animal. 
They persisted in the cerebrospinal fluid but were 
soon eliminated from the blood. 

Arthritic changes were absent, but endocarditis 
developed, and in several cases kidney lesions, main- 
ly of the interstitial type, were found. The only 
suppurative lesions occurred in the kidney and the 
heart, and in all cases were due to streptococcus 
salivarius rather than streptococcus fecalis. 

Cares W. Freeman, D.D.S. 


Limberg, A.: The Treatment of Open-Bite by Means 
of a Plastic Oblique Osteotomy of the Ascend- 
ing Rami of the Mandible. Dental Cosmos, 1925, 
Ixvii, 1191. 

The author discusses the various operations on 
the mandible for orthodontic purposes. He consid- 
ers surgical treatment indicated when open-bite of 
the mandible is due to deficient development of the 
ascending ramus. After correction of the occlusion, 
he does an oblique osteotomy on the ascending 
ramus, from the incisura downward to the posterior 
margin of the ramus. It may be necessary to stretch 
or cut the muscles and stylomandibular ligament, 
but the nerves and vessels are not injured by the 
technique described. After the operation, inter- 
maxillary fixation is obtained by rubber traction, 
sometimes with the use of a stretcher splint between 
the last molars. Tuomas C. Gattoway, M.D. 


PHARYNX 


Negus, V. E.: Evolutionary Factors in the Produc- 
tion of Pharyngeal Diverticula. J. Laryngol. & 
Otol., 1925, xl, 702. 


The author is of the opinion that if man, who is 
adapted to a diet of soft and finely divided food, 
begins, when edentuous, to swallow solid lumps of 
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unmasticated food, herniation of the cesophagus is 
liable to occur if the habit is continued. 

The main factors responsible are: (1) misdirec- 
tion of the bolus which, impinging upon the cesophag- 
eal wall, stretches and separates its muscular 
fibers; (2) the absence of a funnel-like cesophageal 
opening; and (3) failure of the cricopharyngeus 
muscle to relax. 

The article contains numerous illustrations. 

James C. Braswett, M.D. 


Lemere, H. B.: Adenoids and the Pharyngeal 
Bursa: Their Structure and Morphology. 
Nebraska State M. J., 1925, X, 453- 


The author reports the case of a patient who 
complained of a ‘stopped up” feeling in her head and 
who was found to have a large boggy swelling in the 
nasopharynx. When the mass was lanced through 
the nose, thick yellow pus with a foul odor escaped 
under pressure. When the sac refilled, it was re- 
moved under direct inspection by raising the palate 
and using a snare at the base. 

The author is of the opinion that unless adenoids 
are removed completely, trouble may be caused by 
re-infection. In the removal of adenoids care must 
be taken to prevent injury of the surrounding 
tissues as scar formation destroys the glands and 
leads to dryness of the nasopharynx later in life. 

The literature on the pharyngeal bursa is re- 
viewed. James C. Braswett, M.D. 


Hutchins, E. H.: The Technique of Tonsil Opera- 
tion. Surg., Gynec. & Obst., 1925, xli, 673. 


The author believes that tonsillectomy is being 
performed too frequently in the cases of children 
under 6 years of age and too soon after acute infec- 
tions. The technique he recommends for tonsillec- 
tomy is as follows: 

Preferably under general anesthesia, the mucous 
membrane of the pillar is divided as closely as pos- 
sible to the presenting surface of the tonsil by dissec- 
tion with a pair of blunt scissors. A point of cleavage 
between the pillar and tonsil having been found, the 
end of the scissors is inserted and the scissors are 
worked into the depths, with care to follow the 
curve of the capsule of the tonsil and not to puncture 
it. Blunt dissection is then done by opening the 
blades gently. In this way the tonsillar artery is 
definitely outlined from above. The entire line of 
dissection is carried down around the lower pole so 
as to include both the faucial and the lingual tonsil. 
By the blunt dissection, a line of cleavage is found 
at the juncture of the tonsil and posterior pillar. 
The dissection is continued up the posterior pillar. 
At the upper pole a network of veins is revealed. 
If these are sufficiently formidable, they are clamped 
before they are divided. The tonsil is then removed 
and ligatures are applied. 

In removing adenoids the author supplements the 
adenoid curette with his index finger, with which he 
explores the posterior nasal cavity. 

A. R. Hottenper, M.D. 
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Else, J. E.: Adenomatosis or the Diituse Adenoma- 
tous Goiter. J. Am. M. Ass., 1925, 1xxxv, 1878. 


Adenomatosis of the thyroid is a definite patho- 
logical entity somewhat resembling adenoma but 
differing from the latter in that the process is diffuse 
and lacks a true capsule. The pathological findings 
vary with the stage of the disease. In the early 
stages the thyroid shows moderate enlargement, a 
smooth surface, and increased consistency, and on 
microscopic examination is found to contain both 
fetal acini and apparently normal or colloid acini. 
Later, it is markedly enlarged and often lobulated 
by masses made up of groups of acini distended by 
colloid. Secondary changes such as degeneration, 
connective tissue proliferation, cystic formation, and 
haemorrhages may occur. The blood supply, both 
direct and collateral, is frequently increased. 

It is still unknown whether the new cells are con- 
genital or originate from the Woelfler or interstitial 
cells or from a hyperplasia of the cells lining the 
normal acini. Most of the author’s patients gave a 
history of adolescent goiter. This condition with 
iodine insufficiency predisposes to adenomatosis. 

Clinically, there is an early slight enlargement of 
the thyroid with a slow insidious change to the 
symptoms characteristic of toxicity, the condition 
thus differing from exophthalmic goiter which may 
be of acute onset. 

The prognosis varies with the intensity of the 
disease and the length of time that has elapsed 
since the beginning of the toxic symptoms. 

It is important to differentiate between adenoma 
and adenomatosis because the former requires 
simple enucleation of the tumor growth, while the 
latter requires subtotal double lobectomy. 

Georce R. McAuuirr, M.D. 


Habein, H. C.: The Management of Cases of 
Colloid Goiter. Minnesota Med., 1925, viii, 734. 


The etiology of diffuse colloid goiters probably 
has as its basis a lack of available iodine in the 
organism. Just how this is brought about is not 
definitely known. It has been ascribed to infection, 
a lack of iodine in the food and water, and a com- 
bination of these factors with poor hygiene and im- 
proper food. 

Colloid goiter may be prevented by the adminis- 
tration of small amounts of iodine. This preventive 
treatment is best given during the periods that the 
goiter is most prone to develop, namely, adolescence, 
pregnancy, and lactation. Prophylaxis and early 
treatment are of importance for the prevention of 
adenoma. In the cases of older persons with ade- 
noma, care is necessary in the prescribing of iodine 
as its use may initiate hyperthyroidism. 

The basal metabolic rate of persons with diffuse 
colloid goiter is usually normal or below normal. A 
normal or subnormal rate was found in 87 per cent 
of 329 patients at the Mayo Clinic with this type of 
goiter. 


Todine may be used in cases of small colloid 
goiters, but at the Mayo Clinic it has been found 
that in cases of larger goiters desiccated thyroid 
by mouth is preferable. The amounts required 
differ in different cases. The dosage is best con- 
trolled by watching the basal metabolic rate. The 
routine treatment of small colloid goiters with 
desiccated thyroid is not recommended on account 
of the length of time it requires and the expense. 


Hyman, H. T., and Kessel, L.: Exophthalmic Goiter 
and the Involuntary Nervous System. J. Am. 
M., Ass., 1925, 1xxxv, 1017. 

The authors believe that exophthalmic goiter is 
based on a disturbance of the involuntary nervous 
system activated by sympathomimetic factors such 
as infection and psychic trauma. The resulting met- 
abolic disturbance is of obscure origin; it may be 
thyrogenic, but probably is not. 

Attention is called to the fact that, despite a great 
deal of careful work, the administration of thyroid 
products has not regularly produced the disease and 
the removal of the thyroid has not regularly or com- 
pletely cured it. 

The treatment should be directed at the sym- 
pathomimetic influences responsible for the disorder 
rather than at the cause of the metabolic disturbance. 

V. R. Lapp, M.D. 


Rienhoff, W. F., Jr.: The Histological Changes 
Brought About in Cases of Exophthalmic 
Goiter by the Administration of Iodine. Bull. 
Johns Hopkins Hosp., Balt., 1925, xxxvii, 285. 


In three successive typical cases of exophthalmic 
goiter Rienhoff demonstrated that the histological 
changes following iodine medication are fairly typi- 
cal and constant. His technique was as follows: 

The right upper pole was excised under local 
anesthesia with care not to interrupt the continuity 
of the superior thyroid artery or vein and the tissue 
removed was placed immediately in fixing solution. 
The patient was then given iodine in the form of 
Lugol’s solution, 10 minims three or four times a 
day for a period of from two to three weeks. At the 
end of that time a partial double lobectomy was 
done and the tissue immediately fixed. 

Comparison of the sections before and after the 
use of iodine revealed the following striking changes 
in the glandular structure: an increase in the gross 
size and appearance of the thyroid gland; decreased 
vascularity; a very marked increase in the amount 
of colloid, which was evident in both the gross and 
the microscopic examinations; an increase in the 
amount of fibrous tissue in the capsule and the inter- 
lobular and intralobular stroma; the appearance of 
small tumefactions resembling beginning adenom- 
ata; the presence of epithelium which, in general, 
was of the flat cuboidal type but in some areas was 
of the low columnar type; marked collapse of the 
blood and lymph vessels; distention of the acini, 
which showed even staining and an abundant 
amount of colloid; a marked increase in the number 
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of mitotic figures; and almost complete disappear- 
ance of epithelial desquamation in the acini. 
ArtTuHuR L. SHREFFLER, M.D. 


Maclean, N. J.: Observations on the Treatment 
of Goiter. J. Jowa Slate M. Soc., 1925, xv, 653. 


The treatment of simple goiter during childhood 
and adolescence should be medical. It should include 
hygiene, the removal of infective foci, and the 
administration of iodine. After adolescence iodine 
must be used with caution. In -patients over 25 
years of age simple goiters which cause loca] or toxic 
symptoms should be treated surgically. 

Toxic goiters usually occur later in life and are 
often accompanied by definite arrhythmia and car- 
diac degeneration and decompensation, probably 
due to the presence in the blood of a hormone with 
an injurious selective action on the heart muscle. 

In exophthalmic goiter there appears to be ex- 
cessive stimulation of the accelerator nervous me- 
chanism of the heart. The prevention of cardiac 
complications depends upon the early recognition 
and treatment of incipient hyperthyroidism. Im- 
portant aids in the diagnosis are the pulse rate and 
the basal metabolism. 

In toxic goiter the treatment is surgical. Removal 
of the diseased portion of the gland is followed by 
recovery. Operation should be fairly complete, as 
unremoved adenomata may cause recurrences or 
may be the starting point for malignancy. 

The treatment of exophthalmic goiter is also sur- 
gical, but in all toxic cases operative procedures 
should be deferred until the patient’s condition has 
returned to as near normal as possible. 

By proper pre-operative management the author 
has reduced the mortality to 0.8 per cent in cases of 
simple non-toxic goiter, to 2.5 per cent in cases of 


_ toxic goiter, and to 1.6 per cent in cases of exoph- 


thalmic goiter. Greorce R. McAuutrr, M.D. 


Scal, J. C.: Hypertrophied Thyroids Treated with 
Radium. Med. J. & Rec., 1925, cxxii, 745. 


Thyroid enlargements are probably true hyper- 
trophies occurring in response to a demand for in- 
creased internal secretion. When hypertrophy 
starts it usually continues beyond the physiological 
limits and becomes pathological. In early cases, 
medical treatment is often effective, but after the 
development of fibrous tissue it is useless. In the 
latter type of case large doses of radium have shown 
encouraging results. In goiters containing cysts or 
adenomata, radium has been found less effective, but 
in exophthalmic goiter it is satisfactory. 

The radium is applied over the thyroid. It is 
screened first by a brass container and then by a 
wooden block about 6 cm. in depth. A total ex- 
posure of 250 mc.-hrs. is obtained by applying 100 
mgm. for two and a half hours. This application is 
repeated in two weeks and subsequent treatments 
are given four weeks apart. The number of applica- 
tions depends upon the basal metabolism and the 
clinical signs. Grorce R. McAuttrr, M.D. 
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Pemberton, J. de J.: Surgical Treatment of 
Diseases of the Thyroid Gland. J. Am. M. Ass., 
1925, Ixxxv, 1882. 


In the year 1924 at the Mayo Clinic, 1,928 opera- 
tions were performed on 1,725 patients with goiter. 
Ten patients died, a mortality, by operation, of 
0.51 per cent, and by case, of 0.58 per cent. In the 
group of 677 patients with goiter unassociated with 
hyperthyroidism there were no deaths, whereas 
among 368 patients with hyperfunctioning ade- 
nomatous goiter there were four deaths, a mortality 
of 1.08 per cent; and among 741 patients with exoph- 
thalmic goiter there were six deaths, a mortality of 
0.8 per cent. 

The decided decrease in the mortality of opera- 
tions on the thyroid that has been achieved by pres- 
ent-day surgery was made possible by the perfection 
of operative technique and the discovery of means 
of controlling hyperthyroid crises. 

In exophthalmic goiter the employment of the 
multiple-stage operation in selected cases and of 
refinements in management designed for the pro- 
tection of the patient has caused a marked reduction 
in the mortality and has helped firmly to establish 
the surgical treatment. However, because of failure 
completely to eliminate the hyperthyroid crises and 
because of the obvious objections to the multiple- 
stage operation, the latter left much to be desired. 
It has now been found that the proper administra- 
tion of iodine in exophthalmic goiter completely 
controls both the spontaneous and the postoperative 
hyperthyroid crises, definitely shortens the period 
of convalescence after operation, renders the 
necessity for multiple operations much less frequent, 
widens the limits of operability, and further reduces 
the mortality. 

The problem presented by the patient with a 
hyperfunctioning adenomatous goiter is one of 
procrastination. The hope of solving this problem 
lies in educating the laity to the fact that all nodular 
goiters are potentially dangerous and should be 
removed unless the patient is kept under periodical 
medical observation. 


Tiffin, C..C.: Some Experiences in Local Anzs- 
thesia in Goiter Surgery. Northwest Med., 1925, 
xxiv, 614. 

Jackson, A. S.: Thyroidectomy under Local Anas- 
thesia. Northwest Med., 1925, xxiv, 617. 


Both Tiffin and Jackson strongly favor local 
anesthesia for goiter surgery. As compared with 
general anesthesia it is associated with less trauma, 
shock, haemorrhage, and danger of postoperative 
hyperthyroidism and with much less danger of in- 
jury of the recurrent laryngeal nerve. Its use also 
prevents nausea, aspiration tracheitis, and pneu- 
monia. 

In the cases of nervous patients Tiffin gives mor- 
phine pre-operatively and Jackson gives morphine 
and scopolamine. Both use procaine without 
adrenalin, and prefer infiltration to blocking. 

Tuomas C. GaLLoway, M.D. 
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Higgins, W. H.: Incipient Hypothyroidism. J. Am. 
M. Ass., 1925, \xxxv, 1015. 

Higgins discusses a group of cases with a metabolic 
rate between 10 and 20 but with little or no evidence 
of true myxoedema. The pulse rate was below 70 in 
only a few instances. In some cases there was a 
tachycardia but this is probably explained by the 
fact that milder grades of thyroid deficiency are 
generally associated with other pathological condi- 
tions altering the pulse rate. Associated conditions 
in the cases studied were colloid goiter, ovarian 
disease or absence of the ovaries due to operation, 
the menopause, obesity, absence of the uterus due 
to hysterectomy, pituitary disease, tetany, chole- 
lithiasis, and duodenal ulcer. 

Of the twenty-three patients, more than half were 
below normal weight. In incipient cases dryness of 
the skin and hair is common. One of the most fre- 
quent complaints is nervousness. Some of the 
patients complained of tingling in the extremities, a 
sense of constriction about the head, or periods of 
depression and emotionalism. Manv eniyphasized 
vague neuralgic pains referable to the abdomen. 
Thirteen complained of constipation, and five of 
headache. Localized oedema was found in seven 


cases. 

In one instance there was a swelling of the 
true myxcedematous type. In six cases the condi- 
tion was associated with a slight pitting of the 
ankles, a sense of tightness in the fingers, and 


moderate fullness of the eyelids. In none was there 
any evidence of arteriosclerosis, vascular hyper- 
tension, cardiac lesions, or renal complications. The 
patellar reflexes were not delayed, and there was 
no anemia. V. R. Lapp, M.D. 


Burger, H.: Speech Without a Larynx. Proc. Roy. 
Soc. Med., Lond., 1925, xix, Sect. Laryngol., 4. 
Brown, R. G.: A Simple But Effective Artificial 
Larynx. Proc. Roy. Soc. Med., Lond., 1925, xix, 

Sect. Laryngol., 6. 


BuRGER reports a case in which a large skin flap 
from the neck was used for the formation of a new 
pharynx following the complete removal of the 
larynx for malignancy. He describes the qualities 
of the voice and states that the patient is able to eat, 
drink, speak, and sing. The X-ray showed that in 
the production of sound the stomach is used as an 
air reservoir. 

BROWN reports a case in which, after a complete 
laryngectomy for malignancy, a tube flap was 
formed. The escape of saliva around the pharyn- 
geal opening was controlled by tying over the vertex 
a Heath aural speculum of the smallest size. In the 
wide opening of the speculum a violin pitchpipe was 
fixed. The apparatus was completed by a shield of 
vulcanite and held in place by means of tapes 
passed around the neck. In this manner a simple 
artificial larynx was formed which produced a voice 
of good quality. J. Frank Doucury, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Munro, D.: The Therapeutic Value of Lumbar 
Puncture in the Treatment of Cranial and 
Intracranial Injury. Boston M. & S. J., 1925, 
exciii, 1187. 

In an attempt to demonstrate the value and safety 
of lumbar decompression in cranial and intracranial 
injuries Hubbard turned over to Munro for treat- 
ment all cases of head injury admitted to his service 
at the Boston City Hospital during the year 1922- 
1923. 

The immediate mortality of all types of head in- 
jury as seen on the surgical services at this hospital 
during twelve consecutive months was lower follow- 
ing treatment by lumbar puncture than following the 
use of any other method. The greatest difference in 
comparative group percentages was 12 per cent and 
the smallest difference 4 per cent. 

Ninety-six lumbar punctures were done safely in 
sixty cases. Autopsies on all but one of the fatal 
cases proved that the lumbar puncture had no rela- 
tion to the cause of death, and in the one case in 
which autopsy was not performed this appeared 
true clinically. 

The data obtained in the fatal and non-fatal 
cases treated only by lumbar puncture showed that 
the average intracranial pressure is nearly two and 
one-half times higher in the fatal cases. 

Regardless of the method of treatment used, the 
poorest prognosis was that of contusion of the brain 
complicated by fracture of the skull. 

STANLEY J. Sercer, M.D. 


Krogius, A.: Air in the Ventricles of the Brain 
After a Basal Fracture (Luft in den Ventrikeln 
des Gehirns nach einer Basisfraktur). Finska laek.- 
saellsk. handl., 1925, lvii, 621. 

Krogius reports the case of a young man who, two 
months previously, had received a severe blow on the 
forehead which was followed by unconsciousness and 
nose bleed and since then had suffered from irregular 
throbbing headaches frequently accompanied by 
vomiting and an irregular fever, and from time to 
time a flow of clear colorless fluid from the right nos- 
tril. The fluid contained large numbers of staphy- 
lococcus aureus. Examination revealed anosmia and 
papilledema. X-ray examination in the anterio- 
posterior direction showed on each side of the median 
line a dark, well-defined spot. The spot on the right 
side was larger than that on the left side. A lateral 
view showed a large oval dark spot. These shadows 
were explained as air in the dilated lateral ventricles. 

The frontal region was trephined and the air and 
fluid were removed from the right lateral ventricle 
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by puncture. The dura mater was then stripped 
from the ethmoid plate in the region of the root of 
the nose and a tampon inserted between the base of 
the brain and the ethmoid plate. The ethmoid plate 
showed a hole leading into the nasal cavity. 

The patient died three days after the operation. 
Autopsy revealed softening of the basal parts of 
the frontal lobes communicating with the lateral 
ventricles. Sections of both lateral ventricles showed 
— to be greatly dilated and filled with air and 

uid. 

In the literature the author found, excluding 
twenty cases of intracerebral and extracerebral 
pneumatocele, eight cases of pneumatocephalus 
(Chiari; Luckett, two cases; Wolff; Hansemann; 
Potter; Schloffer; Teachenor). The diagnosis is 
readily made during life by means of the roentgen 
ray. Krocius (Z). 


LeCount, E. R., and Guy, C. C.: The Clinical Dif- 
ferentiation of Spontaneous Intracerebral 
Hemorrhage and Uremia: A Fourth Study 
of Coma. J. Am. M. Ass., 1925, Ixxxv, 2003. 


In thirty cases in which blood studies were made 
at the Cook County Hospital, Chicago, in the period 
from 1921 to 1924, autopsy showed that the cause of 
death was cerebral hemorrhage. In nine, the clinical 
diagnosis had been uramia, uramic coma, or chronic 
nephritis, and in only three of these was cerebral 
haemorrhage or thrombosis considered a possibility. 
In sixteen the condition was correctly diagnosed | 
clinically as spontaneous intracerebral haemorrhage. 
In two, an incorrect diagnosis of skull fracture was 
made, and in one each an erroneous diagnosis of 
poisoning, meningitis, and diabetic coma was made. 

Autopsy revealed intracerebral haemorrhage in 
thirty cases, free blood beneath the leptomeninges 
in eight, and oedema of the brain in ten. The kid- 
neys were normal in two, but showed a passive 
hyperemia in nine, retention cysts in four, and 
cloudy swelling in five. The diagnosis was chronic 
diffuse nephritis in nine, small red granular kidney 
in two, primarily contracted kidney in two, and 
arteriosclerotic kidney in two. 

Chronic pathological changes were found in 
twenty (67 per cent) of the thirty cases. The heart 
was normal grossly in five, but showed myocardial 
hypertrophy in twenty-one, calcification or sclerosis 
of the valves in eleven, and fibrous myocarditis in 
six. The arteries were normal in one, and sclerotic in 
twenty-three; in three they showed fatty changes. 
Syphilitic aortitis was found in four cases. 

In the table presented the amounts of non-protein 
nitrogen, urea nitrogen, uric acid, creatinin, and 
sugar (milligrams per 100 c. cm. of blood) which 
were found in the thirty cases of intracerebral 
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hemorrhage are compared with the amounts found 
in the cases of normal persons and patients suffering 
from uremia: 
Non-protein Urea 
nitrogen nitrogen Uric acid Creatinin Sugar 
Intracerebral. . 


haemorrhage 28- 64.2 7.93- 46.7. 1.58- 4 2.5 101-333 
Normal....... 25- 35.0 12.00- 30.0 1.00- 3 1.0- 2.0 100 
Uremia....... QO-250.0 70.00-300.0 4.00-27 4.0-33.0 100-200 


From these findings it is evident that no patient 
dying from intracerebral haemorrhage with the clin- 
ical diagnosis of uremia had a nitrogen retention 
comparable to that of true uremia. In spontaneous 
intracerebral haemorrhage the increase above the 
normal of the various nitrogenous elements of the 
blood ranged from 16 to 43, creatinin (16 per cent) 
being the least increased and uric acid (43 per cent) 
being the most increased. 

Focal symptoms may be present and the blood 
pressure may be unusually high in both spontane- 
ous intracerebral haemorrhage and uremia. In the 
differential diagnosis the two most important factors 
are the presence of blood in the spinal fluid and the 
great increase in the nitrogenous elements in the 
blood. If the spinal fluid is examined about three 
days after the stroke, it will usually be found to have 
a canary yellow color. This color often persists for 
months although the ordinary tests for blood remain 
negative. Watter C. Burkert, M.D. 


Smith, S. M.: Three Cases of Otitic Brain Abscess. 
Ann. Otol., Rhinol. & Laryngol., 1925, xxxiv, 1109. 


The author reports three cases of brain abscess 
following chronic otorrhoea. In one case, in which the 
abscess was situated in the left cerebellopontine 
angle, the symptoms were vertigo and difficulty in 
locomotion which occurred in acute exacerbations 
during the first five years following the onset of a 
discharge from the left ear. In the free intervals 
there was mental confusion. During the year just 
before the patient consulted the author, he had lost 
consciousness twice. 

Following a radical mastoidectomy the clinical 
picture was that of meningitis, and pneumococci 
were found in the cerebrospinal fluid. The patient 
recovered from this attack and then developed 
nausea, diplopia, and temporosphenoidal headache. 
The left temporosphenoidal lobe was explored but 
nothing abnormal was found. Death occurred 
several days after the operation. The cerebellar 
abscess was discovered at autopsy. 

In the two other cases temporosphenoidal ab- 
scesses were found. STANLEY J. SEEGER, M.D. 


SPINAL CORD AND ITS COVERINGS 
Maclaire, A. S.: Lipiodol in Neurosurgery; with a 


Report of a Case with Deleterious Results. 
Am. J. M.Sc., 1925, clxx, 874. 


The author’s experience with lipiodol has been 
limited to three cases. In the case reported in this 
article, the lipiodol appeared to be arrested at the 


level of the seventh, eighth, and tenth dorsal verte- 
bre, but the level of involvement diagnosed clin- 
ically was opposite the sixth thoracic vertebra. At 
operation, the spinous processes and lamine of the 
third, fourth, fifth, and sixth thoracic vertebra were 
removed. The postoperative diagnosis was com- 
pression fracture of the fourth dorsal vertebra, fusion 
of the fifth and sixth dorsal vertebra, incomplete 
transverse myelitis of the cord, and chronic post- 
traumatic arachnoiditis. No mention is made of the 
discovery of the lipiodol at this operation. 

Five months later a second operation was per- 
formed because the symptoms had become more 
severe. The X-ray showed the original lipiodol at 
the same level as before the first operation. On re- 
moval of the spinous processes and laminz of the 
seventh, eighth, and ninth thoracic vertebra, a 
dense recent leptomeningitis and extensive adhesions 
were found. In the author’s opinion, the damage to 
the tissues had been produced since the last exposure 
of the canal. Lipiodol was found in two arachnoidal 
cysts, one the size of a pea and the other the size of 
a kidney bean, which were situated opposite the 
eighth and tenth dorsal segments. The author be- 
lieves that the new lesions were due to an inflamma- 
tory process caused by these encysted masses. There 
was no improvement following the second opera- 
tion. 

Maclaire concludes that lipiodol should be used 
for localization only as a last resort and when 
laminectomy can be performed within the next few 
days. The oil should then be removed from the in- 
tradural space. STANLEY J. SeeGer, M.D. 


SYMPATHETIC NERVES 


Penfield, W.: The Neurological Mechanism of An- 
gina Pectoris and Its Relation to Surgical 
Therapy. Am. J. M. Sc., 1925, clxx, 864. 


The removal of a sympathetic ganglion removes 
the possibility of angina pectoris in the motor distri- 
bution of that ganglion only. Pain is still possible in 
the motor distribution of the remaining ganglia, 
provided the stimulus arising in the heart or aorta 
is adequate. Success in the operation depends not 
upon the interruption of a direct afferent path from 
the cardiac plexus to the central nervous system, as 
has been assumed, but upon the interruption of 
automatic reflexes. 

Complete cervico-upper thoracic sympathectomy 
abolishes the pain, but should be employed only 
when life is insupportakle even under the best 
medical care. Removal of the superior cervical 
sympathetic ganglion does not render impossible 
angina in the motor distribution of the other ganglia. 
Its removal can be justified only on the basis of some 
resultant alteration in the coronary vessels or aorta 
which are innervated by it through the superior 
cardiac nerve. Even if the operation is successful in 
abolishing pain, the patient must still be consid- 
ered as having a serious cardiac disease and treated 
accordingly. 
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The new hypothesis proposed for the explanation 
of the nervous mechanism in angina pectoris depends 
upon an autonomic reflex. The pain might well be 
called, therefore, reflex pain. It causes peripheral 
spasm of smooth muscle and thus may resemble the 
pain in various angiospastic conditions. It differs 
from the referred pain of Head principally in that 
the point of contact of sympathetic and cerebro- 
spinal system is shifted from the posterior root to 
the periphery where there are other analogous con- 
tacts between the two systems. No attempt is 
made in this communication to expand the hypothe- 
sis to other types of visceral pain nor to analyze 
different kinds of cardiac pain. 

STANLEY J. SEEGER, M.D. 


Schoenbauer, L., and Whitaker, L. R.: Experi- 
mental Studies on the Influence of the Sym- 
pathetic Nervous System on Wound Healing, 
with Special Regard to Traumatic Lesions of 
the Stomach (Experimentelle Untersuchungen 
ueber den Einfluss des vegetativen Nervensystems 
auf die Wundheilung, unter besonderer Berueck- 
sichtigung traumatischer Magenlaesionen). Mitt. a. 
d. Grenzgeb. d. Med. u. Chir., 1925, Xxxviii, 500. 


In one of the authors’ series of experiments per- 
formed on dogs to determine the influence of the 
sympathetic nervous system on wound healing it 
was found that after removal of the adventitia of 
the femoral artery, wounds inflicted on the thigh 
and inoculated with staphylococci healed more 
rapidly than similar wounds made without previous 
denudation of the vascular wall. 

Similar experiments on the stomach in which the 
left gastric artery from its site of origin in the 
cocliac artery up to the lesser curvature was de- 
prived of its adventitia and wounds were made on 
the lesser curvature of the opened stomach, showed 
that especially deep excisions healed considerably 
more rapidly than similar wounds in control animals. 

(Z). 


MISCELLANEOUS 


Purves-Stewart, Sir J.: Triple Puncture: Lumbar, 
Cisternal, and Ventricular. Lancet, 1925, ccix, 
1159. 

Lumbar puncture may be done at any point be- 
tween the second lumbar vertebra, where the spinal 
cord ends, and the second sacral vertebra, where the 
fluid-containing cavity ends. The third and fourth 
interlaminal spaces are the widest. The fourth in- 
terspace, which is usually the largest and is employed 
most frequently, is located on a horizontal line con- 
necting the iliac crests. The patient is either seated 
on a low stool with his head between his knees and 
his knuckles touching the floor or lies on his left 
side in bed with his hips fully flexed so that his 
knees touch his chin, the position being maintained 
by means of a roller towel or band passed around 
the neck and knees. The skin is sterilized with 
iodine and the puncture site is frozen with ethyl 
chloride. In the cases of children the needle is intro- 
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duced in the midline, and in the cases of adults 
slightly to the right. It is then pushed horizontally 
toward the midline and slightly upward. 

On passing the resistant ligamentum flavum the 
needle point suddenly enters the canal and when the 
stilette is withdrawn, spinal fluid wells out. Upon 
removal of the needle the skin puncture is covered 
with collodion and the patient is instructed to re- 
main in the recumbent position for from eight to ten 
hours. 

If bone is struck during the lumbar puncture the 
needle is withdrawn slightly and directed a little 
upward or downward as necessary. If no fluid 
appears after it enters the canal, the stilette may 
clear away a clot, or rotation of the needle may 
direct its opening so that it will avoid blockage by a 
cauda equina root. If the dura pushes forward so 
that the needle point will not perforate and no fluid 
comes, puncture should be tried in the next higher 
interspace. A dry puncture means either that the 
canal has not been perforated or, rarely, that it is 
filled by a blood clot or a tumor. An abnormally low 
fluid pressure may be temporarily raised by Quick- 
enstedt’s method of compressing the jugular veins 
of the neck with the fingers or a band. 

Cisternal or’suboccipital puncture is used to com- 
pare the fluid pressure above and below a compres- 
sive cord lesion, to introduce lipiodol, or for treat- 
ment (curative sera in certain forms of meningitis). 
It should not be a routine procedure. As a rule the 
patient lies on his left a. When heavy lipiodol is 
introduced the sitting position is used. The head is 
flexed on the sternum. The needle is introduced in 
the midline in the depression between the occiput 
and the first spinous process and is pushed forward 
and slightly upward in the plane of the upper edge 
of the external auditory canal and the prominence 
of the glabellum. Upon penetration of the thick 
resistant ligamentum nuche at a depth of from 4 to 
5 cm., rarely from 6 to 8cm., the needle suddenly 
enters the cisternal cavity. When it has once entered 
the cisternum it should not be advanced. The dis- 
tance of safety to the brain is from 1% to 2 cm. If 
no fluid comes, the needle is not in the cisternum, or 
the middle lobe of the cerebellum is compressed over 
its point. Puncture should not be done when the 
cerebellum is prolapsed by increased intracranial 
pressure. In skillful and careful hands cisternal 
puncture is easy and safe and may be done repeated- 
ly without difficulty and without discomfort to the 
patient. 

Ventricular puncture is valuable for diagnosis and 
treatment but should be reserved for exceptional 
cases. It is of value for ventriculography for brain 
tumor or internal hydrocephalus; it may be used to 
compare ventricular with subarachnoid fluid in men- 
ingitis and to alleviate headache and vomiting in in- 
operable basal brain tumor. 

In the cases of infants, ventricular puncture can 
be done through the anterior fontanel. In the cases 
of older patients the author drills the frozen scalp 
and skull, penetrating just through the inner table, 
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The drill, which has a groove along one side, is not 
withdrawn. A fine stilette is passed through the 
groove into the brain, and a blunt hollow needle is 
threaded on the stilette. When the needle is in the 
brain, another stilette which exactly fills the needle, 
is inserted. The needle is gradually advanced until 
cerebrospinal fluid wells out, when the stilette is 
withdrawn. 

The lateral ventricle is most easily approached on 
cither side of the vertex, 4 or 5 cm. in front of the 
upper end of the fissure of Rolando. The needle may 
be introduced 1 cm. from the midline and directed 
downward and slightly outward (vertico-internal 
puncture), or more conveniently may be inserted 4 
to 5 cm. from the midline and directed downward 
and inward (vertico-external puncture). The de- 
scending ventricular horn within the temporal lobe 


is reached by following a direction vertically upward 
through or a little behind the external auditory 
meatus. The needle is introduced at a point a few 
millimeters above the upper edge of the pinna. 
When looked at from in front, the needle points 
toward the outer canthus of the corresponding eye. 
The depth of the vertical puncture is somewhat 
greater than that of the temporal puncture. The 
posterior or occipital ventricular horn is approached 
from behind at a point 34 in. above the curved line 
of the occipital bone and 1 in. from the midline. The 
needle is directed horizontally forward and slightly 
outward. As ventricular puncture is almost pain- 
less, only local freezing of the scalp is necessary even 
in the cases of children. The scalp wound is a punc- 
ture the size of a pin hole and disappears in a few 
days. Water C. Burket, M.D. 
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SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Judd, E. S., and Morse, H. D.: Carcinoma of the 
Male Breast. Surg., Gynec. & Obst., 1926, xlii, 15. 


It is probable that carcinoma of the male breast 
in most instances is a highly malignant type of 
neoplasm. The results of radical operation for can- 
cer of the breast are not as satisfactory in males as 
in females, very likely because in the former the 
tumors are generally of a higher degree of malig- 
nancy. 

All tumors in the male breast should receive 
immediate radical operative treatment. Good re- 
sults are obtainable only by radical operation before 
glandular or other metastatic lesions occur. In the 
cases reviewed, postoperative roentgenological 
treatment did not seem to arrest the progress of the 
disease to any appreciable extent. 


TRACHEA, LUNGS, AND PLEURA 


Pincoffs, M. C.: Abscess of the Lungs. South. M.J., 
1925, xviii, 777. 

Following a brief review of the literature of pul- 
monary abscess and a discussion of the usual clinical 
picture of the condition, the author reports the re- 
sults of medical and surgical treatment in a series of 
thirty-four cases. 

In 34 per cent of these cases the lesion was an 
aspiration abscess, while in 24 per cent it was due to 
an embolus and in 42 per cent to primary lung infec- 
tion. Of the patients with aspiration abscesses 20 
per cent died, 10 per cent were not benefited, 20 per 
cent were benefited, and 50 per cent were cured. Of 
those with abscess due to an embolus, 50 per cent 
died, 12.5 per cent were benefited, and 37.5 per cent 
were cured. Of those patients with an abscess due 
to primary lung infection, 43.7 per cent died, 12.5 
per cent were not benefited, and 43.7 per cent were 
benefited. 

Eighteen and two-tenths per cent of the abscesses 
were situated in the upper third of the lung, 39.4 
per cent in the middle third, and 42.4 per cent in the 
lower third. In the first group the treatment was 
followed by death in 16.7 per cent, improvement in 
16.7 per cent, and a cure in 50 per cent. In 17 per 
cent there was no improvement. In the cases of the 
second group death resulted in 38 per cent, improve- 
ment in 23 per cent, and a cure in 23 per cent. No 
improvement was obtained in 16 per cent. In the 
third group death occurred in 50 per cent, improve- 
ment in 36 per cent, and a cure in 14 per cent of 
the cases. 

The treatment was medical or surgical, according 
to the requirements of the particular case. 

J. Frank Doucarty, M.D. 


Kline, B. S., and Berger, S. S.: Spirochztal Pul- 
monary Gangrene. J. Am. M. Ass., 1925, Ixxxv, 
1452. 

The etiological relationship of spirochetes and 
fusiform bacilli to pulmonary gangrene is evidenced 
by the predominance of these organisms in early 
gangrenous areas and by the fact that their injection 
into guinea pigs is followed by gangrene of the 
lungs. 

To date, only fifty-two cases of pulmonary gan- 
grene have been reported in the United States, but 
the condition is probably more frequent than this 
would indicate since, in a period of two years, six- 
teen cases were observed at the Mt. Sinai Hospital, 
Cleveland. 

In five of these sixteen cases, in which definite 
gangrenous necrosis with cavitation was present, 
arsphenamine treatment apparently prevented 
death and caused the practically complete disap- 
pearance of alksymptoms. Five cases in which there 
was extensive pulmonary or pleuropulmonary gan- 
grene and no treatment or only late treatment was 
given resulted unfavorably. In five of six cases in 
which there was a less severe acute pulmonary 
lesion arsphenamine treatment resulted in a prompt 
cure. The sixth patient in this group left the hos- 
pital after one injection of arsphenamine. 

The onset of pulmonary gangrene should be sus- 
pected whenever, in the course of any respiratory 
condition, the sputum becomes brown and foul 
smelling and the signs and symptoms become more 
marked. 

A diagnosis may be made before appreciable 
destruction of the lung by the discovery of the Vin- 
cent spirochetes and fusiform bacilli in the sputum 
after careful washing. 

Spirochetal pulmonary gangrene can be prevented 
by eradication of the primary oral focus. In the 
treatment, arsphenamine is apparently as specific in 
this as in other spirochetal infections. 

J. Frank Doucuty, M.D. 


Lemon, W. S.: A Clinical Survey of Thirty Cases of 
Proved Tuberculosis of the Pleura. Surg., Gynec. 
& Obst., 1925, xli, 804. 

Thirty cases of proved tuberculosis of the pleura 
are reported. The complaints were various, but 50 
per cent of the patients sought treatment for sinuses 
occurring from two to nineteen months after oper- 
ation. 

Clinically there were three types of symptoms: 
general malaise of insidious onset with developing 
pleurisy and effusion; acute onset with violent 
febrile reactions followed by a chronic illness; and 
the more typical onset of pulmonary tuberculosis 
with secondary pleurisy. 
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Fluid had been obtained at the first thoracentesis 
in eighteen of these cases; it was serious in eleven and 
turbid in seven. Lemon believes tl at sterile serous 
effusion is as accurate evidence of tuberculosis as is 
hemorrhage. Any secrofibrinous condition should be 
considered tuberculous until it is proved otherwise. 
Lemon agrees with Lord that a sterile exudate of 
serofibrinous pleurisy rarely becomes purulent. 
Purulent conditions occurred usually from second- 
ary infections following repeated aspirations, open 
operations, or pulmonary fistule. 

Particular emphasis is placed upon the point that 
too early and too thorough removal of fluid is to be 
avoided. Opie has shown that following the removal 
of serous exudate from the pleura in animals, autol- 
ysis with the production of a purulent exudate is 
prone to occur. He attributes this to the imbalance 
brought about between the anti-enzymes in the 
serous exudate (plasma) and the leucoprotease 
(leucocytic enzyme). The latter tends to produce 
autolysis and hence a purulent exudate. Small 


amounts of fluid should be withdrawn more often 
than large amounts; all of the fluid should never be 
withdrawn, 

The removal of fluid is indicated for diagnosis and 
the relief of mediastinal dislocation and pressure 
symptoms such as dyspnova and cyanosis. It should 
be done also to aid in the absorption of long- 
standing effusions and in cases in which the fluid is 
bilateral. . 

A study of the cases reviewed seems to prove that 
it is a mistake to assume that sterile purulent exu- 
date is necessarily injurious. Hedblom has advised 
against open operation in the presence of sterile 
purulent effusions. 

In conclusion, Lemon says, “It would seem wise 
to regard all cases of serous effusion as tuberculous, 
and to bear in mind that a great deal of harm can 
be done by hasty or ill-considered treatment, and 
that a large percentage of all cases of empyema, 
especially if not preceded by pneumonia or sepsis, 
are also tuberculous.” 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Duguet and Clavelin: Eight Cases of Tuberculous 
Peritonitis Treated with the Ultraviolet Rays 
(Note sur huit cas de peritonite tuberculeuse 
traitée par les rayons ultra-violet). Bull. et mém. 
Soc. nal. de chir., 1925, li, 767. 

Sight cases of tuberculous peritonitis of various 
degrees of severity and with various complications 
were treated by exposure to a 1,500 candle power 
mercury lamp. In ten treatments the dose was 
brought up from an exposure for five minutes at a 
distance of 1 meter to an exposure of one hour at a 
distance of 50 cm. The number of treatments 
ranged from twenty-two to thirty-six. 

In seven of the cases there was rapid improve- 
ment to what is today regarded as a clinical cure. 
The improvement was marked by softening of the 
abdomen, leveling of the temperature curve, and a 
gain in weight of from 4 to 10 kgm. In three cases in 
which an operation had been performed, there was 
rapid closure of fistulae. The remaining patient de- 
rived no apparent benefit and died from meningitis. 

Atbert F De Groat, M.D. 


Arnett, A. C.: The Surgical Treatment of General 
Peritonitis. /nternat. J. Med. & Surg., 1925, 
XXXviil, 413. 

Peritonitis may be local, diffuse, or general, but 
true general peritonitis is comparatively rare. This 
article is based upon the treatment of sixty cases of 
general peritonitis, in all of which the condition 
resulted from the perforation of an abdominal 
viscus. In operating upon such cases the author 
uses local anwsthesia if possible. When a general 
anesthetic is employed, nitrous oxide oxygen is 
best. The incision, which is usually transverse, is 
made at the level of the iliac crest and. carried down 
through skin, fat, fascia, muscle, and peritoneum. 
The rectus muscle is not cut, that portion of the 
incision extending over the rectus being carried 
only through the muscle sheath. ‘Two such incisions 
are made, one on each side. They give ample ex- 
posure and have the added advantage that they are 
much less apt to be followed by hernia than incisions 
of other types. Occasionally a high transverse in- 
cision and a midline subumbilical incision are also 
used. 

Provision is always made for ample drainage. 
The drain of choice is black gum rubber tubing. 
In females, the cul-de-sac is drained. The exciting 
cause of the peritonitis is removed as quickly as 
possible with minimal disturbance of the abdominal 
contents. The wounds are then partly closed with 
silkworm gut sutures including all of the layers of 
the abdominal wall. Hot hypertonic salt solution 


dressings are applied until peristalsis is re-estab- 
lished, being changed at intervals of two to four 
hours. The drainage tubes are not disturbed for 
about five days and are then gradually shortened. 
All patients are placed in the Fowler position. 
Little or no fluid and no food is given by mouth until 
peristalsis begins again. 

Hypodermoclysis is given routinely at eight-hour 
intervals. Novocain is added to the normal salt 
solution if the patient cqmplains of considerable 
pain. If marked acidosis is present, 500 c.cm. of a 
10 per cent glucose solution is injected intravenously. 
Proctoclysis is rarcly effective because the absorp- 
tion power of the colon is impaired. It distresses 
the patient and promotes peristalsis. Morphine is 
given at intervals of four hours in doses ranging 
from '/;2 to %4 gr., the guide being the respiratory 
rate. When respirations fall to twelve per minute, 
the dosage is reduced. Cathartics and pituitrin are 
never employed. 

The most common complications are postopera- 
tive ileus, secondary abscesses, and phlebitis. These 
should be recognized as early as possible, and in 
cases of ileus or secondary abscess the abdomen 
should be re-opened. 

In sixty cases reviewed by the author the average 
length of time the patient was sick before entering 
hospital was four days; the average length of time 
required for operation, twelve minutes; the average 
amount of morphine given, 4 gr.; the average 
length of time following operation before peristalsis 
returned, five days; the average length of time the 
patient remained in the hospital, forty-four days; 
the average age of the patients, 24 years; and the 
mortality 624 per cent. Cyrit J. Giasper, M.D. 


GASTRO-INTESTINAL TRACT 


Moore, A. B., and Marquis, W. J.: The Roent- 
genological Diagnosis of Gastrojejunal Ulcer. 
Am. J. Roentgenol., 1925, xiv, 432. 

The incidence of gastrojejunal ulcer following 
gastro-enterostomy is approximately 2.3 per cent. 
Of the 200 patients whose cases are reviewed by the 
authors, 93 per cent were males. The original lesion 
was a duodenal ulcer in 89 per cent and a gastric 
ulcer in 4.5 per cent. In the remaining 6.5 per cent 
no evidence of previous ulceration could be found. 

Secondary ulcers occur as the result of a combina- 
tion of factors. Unquestionably trauma and irrita- 
tive. sutures are of etiological importance. Hyper- 
chlorhydria is a fairly constant finding. 

Gastrojejunal ulcers are usually single and smaller 
than the ordinary peptic ulcer. By far the most 
common type of gastrojejunal ulcer is the penetrat- 
ing ulcer. Such ulcers are usually situated on the 
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suture line or in the jejunum close to the anasto- 
mosis. Perforation may produce an abscess, and the 
abscess may evacuate cither anteriorly or posteri- 
orly. Perforation into the colon may produce a 
gastrocolic fistula. 

The most important symptom of gastrojejunal 
ulcer is the recurrence of a digestive complaint that 
has been relieved for a time by gastro-enterostomy. 
The pain is usually lower in the abdomen, more to 
the left side, and Jess severe than before, ‘and food 
and alkalies do not give the relief that, was noted with 
the primary complaint. 

In the differentiation between a gastrojejunal ulcer 
and a reactivated peptic ulcer the X-ray is a valuable 
aid. The gastro-enterostomy stoma should be not 
less than 6.25 cm. in length and should be placed in 
the most dependent portion of the stomach. Before 
the signs of a gastrojejunal ulcer can be recognized, 
it is, of course, necessary to be familiar with the 
roentgenoscopic picture of a normal stoma. 

There are two groups of roentgenological findings 
in gastrojejunal ulcer; first, those indicating an 
abnormal condition in the anastomosed stomach, 
such as retention, hyperperistalsis, a large stomach, 
gastric spasticity, and duodenal dilatation, and 
second, deformities around the stoma, such as irreg- 
ularity of the jejunum, a scanty flow through the 
opening, and fixation at the anastomosis site. It is 
of the greatest aid to the roentgenologist to know 
what type of gastro-enterostomy was performed. 
Gastrocolic fistule are best demonstrated by means 
of a barium enema, the diagnosis being established 
by the rapid passage of the barium into the stomach. 
The greatest difficulty in the X-ray diagnosis of 
gastrojejunal ulcer is its differentiation from an im- 
properly performed gastro-enterostomy. 

Cyrit J. M.D. 


Einhorn, M.: The Diagnosis and Treatment of 
Penetrating Ulcer of the Stomach. Ann. Clin. 
Med., 1925, iv, 379. 

A penetrating ulcer has callous margins and is 
attached by adhesions to a neighboring organ which 
it invades. There is a growing tendency to treat 
these lesions medically rather than surgically. 

The author reports four cases of this type which 
were treated medically. 

The diagnosis is based upon the X-ray findings 
(which are most important), severe pain, great ten- 
derness, and the usual ulcer history and findings. 

The treatment consists chiefly of duodenal feeding. 
Sometimes this is supplemented by rectal instilla- 
tions of glucose. I. Epwarp Bisuxow, M.D. 


Carman, R. D.: The Diagnosis of Peptic Ulcer. 
J. Am. M. Ass., 1925, Ixxxv, 1381. 


The routine examination at the Mayo Clinic for 
all gastric and duodenal lesions comprises two 
principal features: a bariumized carbohydrate meal 
to test motility, and a screen examination six hours 
later, at which time an aqueous suspension of barium 
is given. 


Gastric ulcer has but one sign on which the diag- 
nosis can be made with confidence. This is the 
visible barium-filled crater of the ulcer, known as the 
niche, or its exaggerated form, the accessory pocket. 
In favorable situations the niche is seen as a local 
prominence on the gastric silhouette. If it is on the 
posterior wall the crater may be revealed as a cir- 
cumscribed area of increased density which can be 
seen to better advantage by palpatory approximation 
of the walls of the stomach. 

Secondary signs of gastric ulcer include retention 
from the six-hour meal, hour-glass stomach (either 
spastic or organic), local fixation by adhesions, 
hypotonus and anomalies of peristalsis. These signs 
are inconstant and have causes other than ulcer, 
but they may be of assistance in the discovery of 
mucous ulcers, which are too shallow to produce a 
niche, and prepyloric ulcers, in which a niche is 
often difficult to demonstrate. 

Ulcers that reveal only microscopic evidence of 
cancer and produce niches of ordinary size cannot be 
distinguished from benign ulcers. Very large ulcers 
are often malignant. The frank cancer with an 
ulcerous excavation can be distinguished by the 
fact that its niche seldom projects into the gastric 
wall and it is surrounded by an elevated ridge of 
neoplastic tissue. 

Direct signs of duodenal ulcer are: (1) the niche, 
and (2) bulbar deformity without a niche. The 
niche is usually smaller than that of gastric ulcer 
but otherwise similar. Bulbar deformity alone is 
more common and is the mainstay of diagnosis. 
When obstruction is pronounced it may be im- 
possible to fill the bulb and establish the fact of 
deformity. In that event, the combination of a 
large stomach of normal contour with a six-hour 
retention and hyperperistalsis is sufficiently diag- 
nostic of duodenal ulcer. 


Rivers, A. B., and Eusterman, G. B.: Recurring 
Peptic Ulcer. Ann. Clin. Med., 1925, iv, 365. 


Rivers and Eusterman studied 150 cases of recur- 
ring peptic ulcer which they believe were representa- 
tive of the small group in which surgical intervention 
has failed. They give the incidence of failure of 
surgical treatment as 3.5 per cent. According to 
their tendency to heal, the ulcers are classified as sim- 
ple healing ulcers, medical ulcers, and surgical ulcers. 

The ulcers of the first group healed normally 
without medical treatment and were discovered 
accidentally at X-ray examination, operation, or 
autopsy. The ulcers of the second group responded 
to medical treatment, although in certain cases this 
treatment was instituted for some associated com- 
plication. The largest group of cases were surgical. 
Surgical treatment was thought advisable because 
of the chronic nature of the complaint (average dura- 
tion eleven and one-half years). Thirty-five per 
cent of the patients were found to be suffering from 
complicated ulcers, hemorrhage, retention, and per- 
foration. Operation was justified also because it 


made possible the removal of the associated lesions. 
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In another classification the 150 cases are divided 
into those of recurring gastric ulcer, those of recur- 
ring duodenal ulcer, those of gastrojejunal ulcer, and 
those showing the complications of these lesions, 
gastrojejunal fistula, recurring hemorrhagic ulcer, 
and perforating recurrent ulcer. The dominating 
features in each of the first three groups were more 
or less a duplication of the original symptoms, per- 
haps varying in location and degree, and the pres- 
ence of liberal amounts of free hydrochloric acid in 
the stomach following gastro-enterostomy. 

In the 150 cases there were seventy-five gastro- 
jejunal ulcers. Gastrojejunal ulcer seldom occurs 
after gastro-enterostomy for gastric ulcer. Although 
its syndrome is similar to that occurring before the 
operation, there is a little more irregularity in the 
time of its onset after meals and in the behavior of 
the pain. 

With regard to duodenal ulcer the authors state 
that if this type of ulcer bleeds before operation it 
is likely to bleed afterward, although the patient 
may be relieved of the distress caused by the lesion. 

In the cases reviewed there were ninety-two per- 
forating ulcers. These included the gastrojejunal 
ulcers that had perforated into the colon. 

In all of the groups, including those with compli- 
cations, there was a tendency toward duplication 
of the symptoms and liberal amounts of free hydro- 
chloric acid. 

Peptic ulcer rarely recurs after adequate surgical 
treatment and postoperative care. Recurring lesions 
show a decided tendency to assume histopathological 
characteristics identical with those of the primary 
lesion. This is true especially of perforating ulcers. 

Complaints caused by recurring lesions are usually 
very similar to those caused by the original lesion. 
The average age at which the symptoms are first 
noted is surprisingly low. Twenty per cent of the 
patients whose cases are reviewed had symptoms 
suggesting ulcer before they were 20 years old and 61 
per cent had well-developed symptoms before they 
were 30 years old. The patient who is to develop a 
secondary ulcer usually has recurring symptoms 
early after operation. 

The symptoms of the recurring lesion are usually 
more severe and cause greater incapacity than those 
experienced before the first operation. In recurring 
ulcer hemorrhage is a frequent sign. The bleeding 
primary lesion will usually bleed again if it is located 
at or near the original site. If the original ulcer was 
in the stomach, the recurring ulcer will be found in 
the stomach almost invariably. In cases of recurring 
ulcers the average total and free hydrochloric acid 
titration values of the gastric contents are not 
greatly lowered. 

The pain of ulcer, if severe and if referred, is fre- 
quently diagnostic of a perforative lesion. Pain re- 
ferred to the chest or back seems of special im- 
portance in this respect. If, in addition to pain, there 
are hemorrhages, the diagnosis is further facilitated. 

There are certain types of persons who seem 
especially predisposed to develop recurrent ulcer. 


These include in particular persons who are con- 
stitutionally inferior and suffer from nervous im- 
balance and nervous hyperirritability, and those who 
are indiscreet in their diet and in habits such as the 
use of tobacco. 

Recurring ulcer is probably due, not to any one 
factor, but to a combination of causes such as in- 
fections and mechanical and chemical influences. 


Sherren, J.: Gastrojejunostomy. Lancet, 1925, ccix, 
1007. 

The gastrojejunostomy which has given the author 
the best results is the posterior retrocolic operation 
with a vertical opening. In this procedure the jeju- 
num is grasped at the duodenojejunal flexure and 
brought to the stomach sa that it lies easily without 
tension or looping. The part of the jejunum which 
is anastomosed to the stomach depends upon the 
size and position of that organ. Immediately above 
the flexure an opening is made in the transverse 
mesocolon sufliciently large for its edges to be 
sutured to the stomach after the anastomosis with- 
out causing deformity of the stomach or jejunum. 
The stomach just to the right of the cardiac orifice 
is clamped vertically from the greater to the lesser 
curvature. If the operation is carried out for a 
chronic gastric ulcer the anastomosis is made to its 
cardiac side; making it elsewhere is useless and the 
cause of many failures, a fact that is not generally 
recognized. 

The jejunum is brought to the stomach without a 
clamp and fixed to it at either end by stay sutures 
placed so that its opening will be exactly at the anti- 
mesenteric border and rotation of the gut on its 
longitudinal axis will be avoided. No rule can be 
laid down with regard to the size of the anastomosis; 
it should extend, when possible, from the greater to 
the lesser curvature. After opening of the viscera 
the stitch is introduced through all of their coats, 
As it is of great importance to obtain absolute apposi- 
tion of the mucous membrane, none of the redundant 
mucosa is removed. Finally the edges of the open- 
ing in the mesocolon are carefully united to the 
stomach at least 4% in. away from the line of 
anastomosis, 

In some cases it may be impossible or unwise to 
perform this retrocolic posterior operation on account 
of changes in the mesocolon or adhesions of the 
jejunum to its under-surface. If the mesocolon is 
loaded with fat, or if it is shrunken and adherent to 
the posterior abdominal wall, operation through an 
opening in it may lead to severe late regurgitant 
vomiting. In such cases the author has for several 
years carried out an antecolic posterior operation 
with a short loop. The posterior surface of the 
stomach is exposed by an opening in the gastrocolic 
omentum and the jejunum brought in front of the 
colon at the splenic flexure and united to it ver- 
tically. 

When the posterior surface of the stomach is 
adherent and partial gastrectomy is unwise or not 
indicated, the author does an anterior no-loop 
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operation, bringing the jejunum to the anterior sur- 
face of the stomach through the transverse meso- 
colon and the gastrocolic omentum. 

Howarp A. McKnicut, M.D. 


Lewisohn, R., and Feldman, R. H.: The Effect of 
Gastro-Enterostomy on Gastric Acidity. Ann. 
Surg., 1925, 1xxxii, 925. 

Complete anacidity—absence of free hydrochloric 
acid—was found in 77 per cent of the authors’ 
cases of gastric ulcer treated by partial or subtotal 
gastrectomy, and in less than 3 per cent of the cases 
treated by gastro-enterostomy with or without 
excision of the ulcer. Pylorectomy does not produce 
anacidity and is followed by gastrojejunal ulcer in a 
considerable number of cases. 

For the prevention of gastrojejunal ulcer and the 
establishment of permanent anacidity in cases of 
gastric or duodenal ulcer, partial or subtotal gas- 
trectomy is the operation of choice. 

SAMUEL Kaun, M.D. 


Goepel, R.: The Cuff Operation in Peptic Ulcer 
(Zum Kinmanschettierungsverfahren). Zentralbl. f. 
Chir., 1925, lii, 1702. 

In this article Goepel defends his cuff method of 
operating on peptic ulcer against the conclusions 
which were drawn regarding it by Schubert on the 
basis of animal experiments. Schubert sees the weak 
point in Goepel’s procedure in the suture of the 
mucous membrane, which makes possible the en- 
trance of gastric contents between the folds of the 
cuff, but Goepel emphasizes that this may be ren- 
dered harmless by the close application of interrupt- 
ed sutures with the finest possible silk, inclusion of 
the submucosa and the application of an inter- 
mediate row of sutures within the muscularis. The 
cuff method has the advantage over the Billroth I 
method in that it is indicated also in ulcer of the duo- 
denum, hypertrophy and serous infiltration of the 
tissues, and marked transverse tension. 

Harms (Z). 


Deaver, J. B., and Reimann, S. P.: Subtotal Gas- 
trectomy: With Considerations of the Pathol- 
ogy and Pathological Physiology. J. Am. M. 
Ass., 1925, Ixxxv, 1619. 

Crile, G. W.: Surgery of the Stomach and Duode- 
num, with Especial Reference to Ulcer. J. Am. 
M. Ass., 1925, Ixxxv, 1625. 


Deaver states that it is practically impossible to 
produce a chronic peptic ulcer in an animal unless 
the animal is first weakened. He therefore believes 
that, in man, peptic ulcer depends upon some con- 
stitutional disorder and that the local change is due 
to infection and acidity. Acidity continues rather 
than causes the ulcer. In 80 per cent of the cases 
the source of infection is in the appendix. 

Cancer of the stomach begins in an ulcer in 30 
per cent of the cases according to Deaver, and in 
from 5 to ro per cent according to Crile. Deaver 
maintains that ulcer is potentially malignant. Both 


Deaver and Crile agree that gastro-enterostomy will 
relieve a few uncomplicated ulcers and the major- 
ity of those with associated obstruction of the py- 
lorus. Deaver performs a partial gastrectomy when- 
ever it is feasible for both gastric and duodenal 
ulcers, but for non-indurated ulcers or cases in which 
the adjacent gut cannot be freed he advocates ex- 
cision of the ulcer with or without gastro-enter- 
ostomy. 

Partial gastrectomy removes the ulcer and the 
acid-forming portion of the stomach and’ greatly 
reduces the danger of postoperative marginal ulcer. 
Crile also recommends this operation for gastric 
ulcer. Before final closure with the cobbler stitch, 
he adjusts the large open end of the stomach to the 
small intestine by evenly distributed sutures. For 
duodenal ulcer Crile prefers the Finney or Horsley 
operation. 

Deaver and Crile agree that the history is most 
typical in duodenal ulcer. The diagnosis of gastric 
ulcer must depend upon X-ray examination and 
gastric analysis. Deaver emphasizes the diagnostic 
importance of pain, tenderness, rigidity, a palpable 
mass, and very marked acidity. 

In X-ray studies of seventy-cight patients who 
had had an ulcer removed and most of whom had 
had a gastro-enterostomy, Reimann found that when 
a gastro-enterostomy was done and the pylorus was 
left intact, the food passed through either the gastro- 
enterostomy opening or the pylorus or both, and 
that the times when the symptoms recurred were 
the times when it was passing through the pylorus. 
All of the patients with complete pyloric obstruction 
were permanently relieved. Relicf, however, is not a 
criterion of cure as some ulcers are painless. 

Reimann believes that an ulcer may heal so com- 
pletely as to leave no scar. All scars of apparently 
healed ulcers which have been examined in_ his 
laboratory have shown microscopic ulcers. still 
present. Reimann has found that even when the 
X-ray is used, the diagnosis of peptic ulcer is wrong 
in 20 per cent of the cases. 

Crile states that while medical treatment fails to 
give relief in most cases of chronic ulcer, two weeks 
of a Sippy diet makes operation unnecessary in 
some cases, renders a callous uleer more operable, 
and educates the patient as to his proper dictary. 

J. C. Carver, M.D. 


Wheeler, Sir W. I. DeC.: Diagnostic Methods in 
of the Stomach. Brit. M.J., 1925, i), 


hg E. I.: The Clinical Manifestations and the 
Early Diagnosis of Carcincma of the Stomach. 
Brit. M. J., 1925, ii, 877. 

Hurst, A. F.: Auxiliary ‘Methods of Diagnosis — 
Radiological and Chemical—in Carcinoma of 
the Stomach. Brit. M.J., 1925, ii, 879. 

Stewart, M. J.: Pathology: The General Relation 
of Carcinoma to Ulcer. Brit. M.J., 1925, ii, 882. 


WHEELER states that the syndrome of carcinoma 
of the stomach is so vague and so varied that an 
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early gastric cancer may escape detection although 
every path known to science has been explored in 
the search for it. ‘There is no specific diagnostic test, 
chemical, microscopical, or serological, which is of 
any value in gastric cancer. Accurate X-ray exam- 
ination represents the greatest advance in the 
diagnosis of gastric malignancy, but the cancer of 
the cardiac end of the stomach and cancer with a 
patulous pylorus may escape detection by skilled 
roentgenologists. Negative findings are of doubtful 
value, and the value of positive findings must not be 
too emphatically emphasized. The value of the 
gastroscope in the diagnosis of gastric carcinoma is 
limited. Venous thrombosis occurring in the arm 
or leg is sometimes an early sign of gastric cancer. 

If there is no gain in weight or if weight is only 
maintained in a gastric case after efficient medical 
treatment, malignant disease should be suspected 
and exploration is more than justified. It is impor- 
tant to remember that gastric cancer may occur in 
young persons. In making a differential diagnosis, 
gastric syphilis, pernicious anwmia, and viscerop- 
tosis must be considered. In most of the cases 
operated upon by the author the condition was not 
preceded by symptoms suggesting a chronic ulcer. 
Gastrectomy is the operation of choice and often 
gives surprising results. The value of radium is 
questionable. 

Spriccs describes a typical case of gastric cancer 
as that of an elderly man who gradually develops 
anorexia with vague discomfort above the navel, 
followed by nausea, vomiting, and ultimately pain, 
when a palpable tumor may be found and there is a 
rapid loss of weight and strength. 

The course of most cases is relatively short, the 
majority being of only two years’ duration or less. 
However, no reliance can be placed on a history of 
indigestion as excluding the probability of cancer. 
The amount and character of the vomitus depend 
largely upon whether the pylorus is involved or not. 

In every unexplained case of indigestion or loss of 
weight or strength, steps should be taken to exclude 
cancer of the stomach without waiting for later 
symptoms. X-ray examination is very important. 
This should consist in a careful fluoroscopic examina- 
tion in every position and angle. In all cases in 
which the examination is not completely negative 
or there is any deformity which cannot be fully 
accounted for, an exploratory operation should be 
done at once in order that the patient may have the 
only chance that our present knowledge offers for 
complete removal of the disease. 

Ilurst states that in order to obtain better results 
in the treatment of gastric cancer it is necessary to 
educate the laity to seek medical advice at once for 
digestive symptoms of a kind that they have not 
previously experienced, and also to teach the general 
practitioner that if digestive symptoms do not 
respond to simple treatment the patient should be 
given a complete examination. In most cases, it is 
possible to decide within ten days of the patient’s 
admission to a hospital for examination whether or 


not the likelihood of cancer is sufficient to warrant 
operation. 

The three principal aids to the diagnosis of gastric 
cancer are the test meal, roentgenograms, and exam- 
ination of the stools. It is desirable to have these 
tests carried out by observers who are familiar with 
the fallacies of the methods. The presence of free 
hydrochloric acid cannot be regarded as evidence 
against the diagnosis of a growth. Achlorhydria, 
while present in many cases of gastric carcinoma, is 
found also in pernicious anemia, syphilis of the 
stomach, and severe chronic gastritis, but the con- 
stant presence of occult blood in association with 
achlorhydria has been observed only in cancer of 
the stomach. 

When a good technique-is used and the observer 
is well trained, some abnormality suggestive of a 
growth will be discovered with the X-ray in almost 
every positive case, but even if nothing abnormal is 
seen with the X-ray an exploration should be done if 
there is other evidence strongly suggesting malig- 
nancy. 

The presence of occult blood in the stools of a 
patient who has been on a hemoglobin-free diet is 
of the greatest importance. The stools should be 
examined also with a spectroscope as a positive 
spectroscopic finding is valuable confirmation of a 
positive chemical reaction. Occult blood is present 
in all cases of tumor of the stomach or colon, and 
while it is present also in peptic ulcer, these condi- 
tions are usually differentiated easily with the X-ray. 
When occult blood persists in the stools of a patient 
under medical treatment for peptic ulcer and when 
the X-ray shows that the crater of the ulcer does not 
become smaller, an exploration should be done even 
if the patient is gaining weight. 

Secondary anemia is not always present even 
when the entire stomach is infiltrated. ‘There should 
be no difficulty in differentiating pernicious anamia 
from gastric carcinoma as the blood findings are 
characteristic. _Megalocytosis, the only conscant 
feature of the blood in pernicious anwmia, is never 
seen in the uncomplicated cancer of the stomach. 
Moreover, in pernicious anamia the stomach is 
normal in size and outline and occult blood is never 
found in the stools. . 

The author believes that the development of 
pernicious anemia following complete gastrectomy 
can bé easily prevented by the eradication of all 
oral and nasopharyngeal sepsis before the opera- 
tion. If the patient has a positive Wassermann 
reaction and appears in better condition than would 
be expected from the extent of the disease, a trial of 
antisyphilis treatment should be made. If there is 
no improvement in two or three weeks, operation 
should be no longer delayed as cancer of the stomach 
may occur in patients whose blood gives a positive 
reaction to the Wassermann test. 

STEWART bases his conclusions on 165 cases of 
gastric carcinoma seen at autopsy. Eighty-two per 
cent of the subjects were between the ages of 40 
and 70 years. 
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While the majority of simple peptic ulcers occur 
on the lesser curvature away from the pylorus, car- 
cinoma is most frequent at or close up to the pyloric 
ring. ‘This is important evidence against an intimate 
relationship between ulcer and cancer. 

Seventy-two per cent of the cases presented in- 
volvement of the regional lymph glands; 16 per 
cent, involvement of the lumbar glands; 10 per cent, 
involvement of the intrathoracic glands, and 5 per 
cent, involvement of the supraclavicular glands. 
Acute or subacute perforation occurred in 9 per cent 
of the cases. Severe hemorrhage was even less 
frequent. In only one case of simple chronic ulcer 
was unsuspected malignancy found on microscopic 
examination, and in only one case of uncomplicated 
cancer was there microscopic evidence of pre-existing 
simple ulceration. The presence of muscle in the 
floor of the lesion is more characteristic of cancer 
than ulcer, while obliterating endarteritis occurs 
rarely in cancer and very commonly in simple 
chronic ulcers and their resulting scars. The depth 
to which the muscular coat is penetrated is a fair 
index of the chronicity of asimple gastric ulcer. Nine 
and one-half per cent of the chronic ulcers became 
cancerous and 17 per cent of the cancers originated 
in chronic ulcers. Cyrit J. M.D. 


Von Haberer, H.: The Sequelz of Operations on the 
Stomach (Nachkrankheiten nach Magenopera- 
tionen). Verhandl. f. Verdauungs- u. Stoffwech- 
selkrankh., 1925, p. 197. 


Morbid conditions following operation on the 
stomach or duodenum mean partial or complete 
failure of the operation. Von Haberer has attempted 
to discover the reason for such failures. After a 
brief discussion of immediate postoperative failures 
he discusses the palliative measures used, gastro- 
enterostomy and pyloric exclusion. 

He concludes that gastro-enterostomy must be 
regarded as at least an uncertain procedure which 
yields excellent results in some cases, but in numer- 
ous others which cannot be previously differentiated, 
is followed by severe disturbances at a later time. 
As regards healing of the ulcer and the prevention 
of ulcer complications, it is entirely unreliable, and 
in a certain percentage of cases is followed by peptic 
ulcer of the jejunum. Whenever possible, it should 
be avoided. It should be limited to those rare cases 
which, in spite of all improvements in technique, 
must still be called inoperable, either because of the 
anatomical relations or because the general con- 
dition forbids any more extensive operation. 

The author warns also against pyloric exclusion, 
stating that permanent results following this pro- 
cedure are very uncertain, and fatal hamorrhages 
from the excluded ulcer have often been reported. 
The danger of peptic ulcer of the jejunum is par- 
ticularly great after pyloric exclusion. 

Transverse resection of the stomach fails to give 
the desired permanent results because of the un- 
favorable influence of the retained pylorus. The 
Billroth Il operation, which is today the most fre- 


quently used method of resection, must be regarded 
as unphysiological, but gives for the most part excel- 
lent results. Nevertheless, peptic ulcers of the jeju- 
num occasionally develop after this operation. 

The method of resection which the author be- 
lieves is best and which he has used most often dur- 
ing recent years, is the Billroth I operation. He 
states that this is least likely to be followed by mor- 
bid conditions, but that it is technically the most 
difficult method and its value can be greatly reduced 
by errors of technique. When this method is im- 
practicable because of the absence of serosa suitable 
for suture on the posterior wall of the duodenum, 
Haberer uses a modification in which, after blind 
closure of the pars inferior of the duodenum, he 
dissects free the ascending loop and uses it for the 
terminolateral anastomosis between the transverse 
incision of the stomach and the descending loop of 
the duodenum. Dencxs (Z). 


Taylor, Sir W.: The Treatment of Primary Acute 
Intestinal Obstruction. Brit. M.J., 1925, ii, 993. 

Handley, W. S.: The Importance of Early Diagno- 
sis and Operation for Acute Intestinal Obstruc- 
tion. Brit. M.J., 1925, ii, 995 

Wilkie, D. P. D.: Types of Intestinal Obstruction. 
Brit. M. J., 1925, ii, 996. 


TAYLOR reports that the operative mortality of 
primary acute intestinal obstruction due to an intra- 
abdominal condition is about 60 per cent. General 
practitioners have come to recognize the fact that 
the only satisfactory treatment for all other acute 
abdominal conditions is early surgical interference, 
but they have not yet been brought to the same con- 
clusion regarding acute intestinal obstruction and as 
a result do not advise operation until too late. 

Cases of intestinal obstruction seen in the first 
stage (within twenty-four hours) should have gastric 
lavage followed by abdominal section for removal of 
the cause. After the operation the stomach should 
be washed again. 

In the second stage, when the patient is seen on 
the third or fourth day, a similar procedure should 
be adopted until the obstruction is removed. A 
jejunostomy should then be performed after the 
method of Senn, and the original incision closed. 
By this procedure the distended intestines are al- 
lowed to empty themselves of their poisonous con- 
tents and in a few hours the entire intestinal tract 
between the jejunostomy and the point of obstruc- 
tion is evacuated. If the jejunostomy tube is brought 
out through a hole in the great omentum, as sug- 
gested by C. H. Mayo, it will not be necessary to 
close the opening in the bowel when the tube is re- 
moved after from twenty-four to forty-eight hours. 
Taylor has discarded all other methods of emptying 
the distended intestines of their contents, using this 
procedure exclusively. 

In the third stage the patient is in extreme condi- 
tion. Following gastric lavage, and under local 
anesthesia, a small left rectus incision is made and 
a loop of jejunum is brought up for jejunostomy. If 
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the patient survives, it may be possible in a few 
days to open the abdomen and remove the cause of 
the obstruction. In the treatment of acute obstruc- 
tion in the course of chronic obstruction a cecostomy 
gives the best results as the obstruction is usually in 
the colon. 

The most common mechanical condition produc- 
ing acute intra-abdominal ileus is intussusception. 
While this is most frequent in infants between the 
ages of 2 and 10 months, it sometimes occurs in 
adults. The symptoms in infants are typical, and 
the diagnosis must be made early. The treatment 
is surgical. Careful manipulation and great rapidity 
are necessary to reduce the obstruction. The pa- 
tient may be allowed to return home the following 
day. 

The mortality in cases of mechanical ileus will not 
be improved until physicians realize that early 
operation is the only logical method of treatment. 

HANDLEY states that delay due to the ignorance and 
carelessness of physicians is not the only factor re- 
sponsible for the high mortality of ileus. Many 
abdominal operations are now performed by sur- 
geons whose skill and training do not qualify them 
for such a heavy responsibility. Modern textbooks 
do not make a sufficient distinction between the im- 
portant early signs in acute obstruction and those 
which occur later when opportunity to help the 
patient is lost. They do not emphasize that the 
temperature and pulse may be normal in early ileus, 
that shock and collapse are absent, and that dis- 
tention may not be present. It must be taught that 
operation should not be delayed for the late signs of 
intestinal distention and peritonitis. 

Secondary paralytic obstruction of the bowel may 
be due to strangulation or peritonitis. Following 
strangulation, a loop of bowel may remain paralyzed 
and the patient may die of obstruction before this 
loop recovers its peristalsis. In such cases it is ad- 
visable to perform a precautionary lateral anasto- 
mosis to short-circuit the doubtful loop for the time 
being. This loop should be left in the wound and 
the wound left open. In serious cases with strangu- 
lation this procedure is more successful than resec- 
tion and its results are just as satisfactory as those 
of enterostomy. Death in cases of general peri- 
tonitis is due usually to obstruction rather than to 
the peritonitis, as the latter invariably starts in the 
pelvis from the gravitation of infective fluid and 
death usually occurs before the rising inflammation 
has reached much above the level of the umbilicus. 
Therefore the treatment most necessary is drainage 
of the intestine at a level above that at which its 
wall is paralyzed. This can be done by enterostomy 
or cecostomy. It is still unsettled whether enteros- 
tomy or a combination of lateral anastomosis with 
cecostomy will be the operation of the future for 
these cases. At present, the author prefers lateral 
anastomosis with cacostomy for most cases, but 
believes that enterostomy will eventually become 
the operation of choice as it is quicker and more 
simple. 


In acute appendicitis of more than forty-eight 
hours’ duration a sma'l median incision is made and 
a swab passed down into the rectovesical pouch. If 
the swab comes up stained with pus or dirty fluid a 
large drainage tube is placed in the pelvis before the 
appendectomy is done. This measure ensures the 
detection of early pelvic infection which would 
otherwise go on to general peritonitis. 

WILKIE discusses four types of intestinal obstruc- 
tion: (1) simple obstruction of the lumen of the gut, 
(2) closed loop obstruction, (3) strangulation, and (4) 
adynamic ileus. 

In the first type the lumen of the gut is obstructed 
by a foreign body or by compression due to a band. 
The symptoms are more acute and serious the higher 
the obstruction. ‘Toxwmia dehydration must be 
combated by rapid emptying of the upper intestinal 
coils and the supplying of fluids in liberal amounts. 
It has been shown experimentally that in these cases 
there is a chloride deficiency. Therefore the generous 
subcutaneous administration of normal salt solution 
is indicated. Gastric lavage and jejunostomy are 
the procedures of choice in most cases. 

Closed loop obstruction is seen in acute appendi- 
citis and strangulated hernia. ‘These cases are usually 
fatal if they are not operated upon early as rapid 
changes occur in the obstructed loop which quickly 
terminate in gangrene and_ perforation. Such 
changes may occur without any appreciable rise in 
the temperature or increase in the pulse rate. 

Strangulation of the bowel due to volvulus or in- 
tussusception causes marked shock and collapse due 
to tension and compression of the mesentery. Relief 
must be given quickly before irreparable damage is 
done to the bowel. Adynamic ileus is due usually to 
embolism or thrombosis of the mesenteric vessels, 
and calls for wide resection of the bowel. Adynamic 
postoperative ileus should be treated by high 
jejunostomy. 

In acute obstruction due to carcinoma of the 
colon, the two or three-stage Mikulicz operation is 
the procedure of choice, but in some cases a pre- 
liminary blind cwcostomy is indicated. 

Cyrit J. M.D. 


Fisher, A. O.: The Surgical Treatment of Ileo- 
cecal Tuberculosis. Surg. Clin. N. Am., 1925, 
V, 1213. 

The cacum is more frequently involved by tuber- 
culosis than any other portion of the gastro-intes- 
tinal tract. Intestinal involvement is found in 
from 50 to 80 per cent of fatal cases of pulmonary 
tuberculosis, and in at least 85 per cent of these 
the cacum is attacked. Two general types of 
ileocecal tuberculosis are recognized: 

1. The hyperplastic type or tuberculoma, which 
may or may not be associated with tuberculosis 
elsewhere. 

2. The ulcerative type, which is almost always 
associated with pulmonary tuberculosis. 

The hyperplastic type is amenable to surgery and 
offers a very favorable prognosis if operation is 
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performed early in the course of the disease. The 
X-ray is the most helpful aid in the diagnosis. 

Fisher reports two cases. In the first, that of a 
24-year-old male negro, the diagnosis was based on 
a history of constipation and pain in the right side 
of the abdomen, enlargement of the cervical glands, 
slight pleurisy, a mass in the right iliac fossa, and a 
filling defect of the caecum and hypermotility seen 
on roentgenological examination. 

The mass was resected with the involved glands 
and a portion of the ileum and ascending colon, the 
ileum then being anastomosed to the transverse 
colon. Recovery was uneventful. The patient has 
now been free from his abdominal complaints for 
about a year. 

The second case was that of a woman 19 years of 
age who was admitted to the hospital for bilateral 
pulmonary tuberculosis in April, 1923. Soon after 
her admission she began to complain of cramps in 
the lower abdomen and had spells of vomiting. 
After several months it was evident that she was 
not making satisfactory progress because of inability 
to take sufficient food. At this time there was marked 
bilateral pulmonary involvement with cavitation. 
The abdomen was negative except for marked ten- 
derness in the lower right quadrant with definite 
induration in the cecal region. No mass could be 
found. ‘The X-ray showed hypermotility of the 
proximal colon with stasis at the juncture of the 
cecum and ascending colon and an incompetent 
ileocwcal valve. 

Operation was performed August 11, 1924, under 
morphine-scopolamine seminarcosis and local aniws- 
thesia. The appendix was thick, indurated, and 
stiff. The induration involved the entire cwcum, 
which was covered with fibrin and mottled almost 
up to the hepatic flexure. Some of the mesenteric 
glands were enlarged. The terminal ileum, the 
cecum, and the ascending colon to a point well above 
the involved portions were resected and a lateral 
anastomosis was done. Uneventful recovery fol- 
lowed and the patient has had no further abdominal 
trouble to date. 

The author has operated upon this particular type 
of tuberculosis five times in the past year, with one 
operative death. Crayton ANprews, M.D. 


Hamilton, T. G.: Ulcerative Colitis. Canadian M. 
Ass. J., 1925, XV, 1125. 

Hamilton reports a case of ulcerative colitis with 
involvement of the entire colon from a few inches 
above the caecum. Following an emergency caecos- 
tomy the general condition steadily improved but 
local treatment through the cacostomy opening 
failed to cure the ulcers and constitutional symptoms 
were absent only when faecal matter did not pass 
below the cecostomy. 

To prevent the passage of feces beyond the 
cecostomy, a resection was done at the hepatic 
flexure, and to provide a fluid-absorbing reservoir 
for the fecal material the proximal end of the 
ascending colon was invaginated to the mouth of 


the cecostomy. This second operation was_per- 
formed two years after the first. Though the distal 
end of the colon has been flushed with medicinal 
preparations, the condition is still evidenced by the 
rectal discharge of pus and blood and the flaring up 
of constitutional symptoms with any systemic 
disturbance. 

The patient has now returned to his work with 
fair control of the cacostomy opening. <A_ heel- 
spoke obturator in the mouth of the bag is effective 
in preventing herniation of the caecum and the ilco- 
cwecal valve. J. C. Carver, M.D. 


Bargen, J. A., and Logan, A. H.: The Etiology 
of Chronic Ulcerative Colitis: Experimental 
Studies with Suggestions for a More Ra- 
tional Form of Treatment. Arch. Int. Med., 1925, 
xxXxvi, 818. 


In more than 80 per cent of cases of chronic 
“idiopathic” ulcerative colitis examined at the 
Mayo Clinic during a period of two years a gram- 
positive diplococcus was isolated. This micro- 
organism is lancet-shaped and bile-soluble. 
It does not ferment inulin or mannite, and although 
morphologically it resembles the pneumococcus, is 
not agglutinated by the three types of pneumococcus 
serum. It is isolated by culturing the scrapings of 
the rectal lesions obtained through the proctoscope. 

The lesions produced in rabbits and dogs by the 
intravenous injection of the diplococcus described 
resembled in all essentials the lesions found in 
patients with ulcerative colitis. The diplococcus 
was re-isolated from the mesenteric lymph nodes of 
these animals and on re-injection into other animals 
again produced similar lesions. 

An organism essentially like the diplococcus found 
in the colon lesions was isolated from distant foci 
of infection, such as the tonsils and teeth, during an 
acute exacerbation of the disease and produced 
similar lesions when injected into animals. 

The earliest lesions of chronic ulcerative colitis 
appear as disseminated miliary abscesses. ‘The 
breaking down of these abscesses produces the 
irregular shaggy ulcers seen later. Vaccines and 
vaccine filtrates prepared from the diplococcus 
have been administered subcutaneously as an im- 
portant part of the treatment of ulcerative colitis. 

The removal of distant foci of infection, the use 
of local and topical applications and of irrigations, 
the empiric use of drugs such as tincture of iodine, 
the administration by mouth of some absorbent 
such as kaolin, and a non-irritating general diet 
are advocated as adjuncts in the treatment. ‘This 
regimen has given unusually good results. 


Brown, T. R.: Some Observations on Chronic 
Ulcerative Colitis. Ann. Clin. Med., 1925, iv, 425. 

Rienhoff, W. F., Jr.: The Surgical Treatment of 
Chronic Ulcerative Colitis by Heosigmoidos- 
tomy. Ann. Clin. Med., 1925, iv, 430. 


Brown states that in chronic ulcerative colitis 
the treatment of choice is early surgical intervention, 
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He believes that the cause of the condition may be 
found, not in the presence of a definite and specific 
infective agent, but in the absence of the protective 
substance or mechanism which normally inhibits 
the invasion of the intestinal wall by bacteria, in 
some endocrine disturbance, or in the lack of a nor- 
mal bacteriophage or bactericidal substance in the 
intestinal mucosa. 

Riennorr is of the opinion that the operation 
of choice is ileosigmoidostomy. He summarizes its 
advantages as follows: 

1. Ileostomy is eliminated. 

2. The colon is given complete rest and perfect 
drainage is established. 

3. The diseased bowel more nearly approximates 
the normal after this procedure than after other 
forms of surgical treatment. 

4. No secondary operations are necessary. 

5. There is no proximal dilatation of the bowel 
above the anastomosis. 

6. There is no physiological diarrhoea or loss of 
water balance. 

7. Irrigations and medicinal enemata can be 
given by rectum. SAMUEL Kaun, M.D. 


Buie, L. A.: A Technique for the Removal of 
Hzmorrhoids. Ann. Surg., 1925, \xxxii, 964. 

Buie states that the operation he describes is not 
a new one. ‘The pre-operative preparation of the 
patient is the same as that usually given, but the 
Kraske position is used instead of the old lithotomy 
position, divulsion of the anal muscles is avoided, 
and only the slightest dilatation is used except when 
there is considerable anal spasm or contraction, 

The operation consists simply in clamping, ligat- 
ing, and excising the hamorrhoids, first those which 
are internal and then those which are external. 
The skin margins are not sutured. The postoperative 
care is considered the most important feature of the 
treatment. Dressings are changed twice daily during 
the first three days. No sedatives are given to keep 
the bowels from moving. Hot, wet applications are 
used to control pain. On the- fourth morning a 
purgative is given and followed after four or five 
hours by hot cleansing enemas. The wound is then 
irrigated with a mild antiseptic solution and clean 
dressings are applied. The patient is given a general 
diet at this time and allowed to get up. On the fifth 
and sixth days the bowels do not move, and on the 
seventh day the procedure of the fourth day is 
repeated. Thereafter the bowels move daily and 
the patient reports for treatment until the wound is 
entirely healed. 


LIVER, GALL ee PANCREAS, AND 


EEN 


Crile, G. W.: Problems Relating to the Liver and 
Biliary Ducts. J. Michigan State M, Soc., 1925, 
Xxiv, 567. 

As a disturbance of the function of the liver de- 
presses the entire organism, the author suggests 


measures for the conservation of liver function be- 
fore, during, and after operative procedures. He 
calls attention to the fact that a change of 1 degree 
in temperature causes a 10 per cent change in the 
chemical activity of biological as well as physical 
systems. Therefore when the temperature of the 
liver is reduced 1 degree, the chemical activity of the 
organ is reduced to per cent. He concludes that 
when, as the result of the exhaustion incident to 
disease, the chemical activity of the liver has been 
reduced to 1o per cent of its normal capacity, death 
will occur if at operation the temperature of the liver 
is reduced by 1 degree. 

Investigations carried out by Crile and his asso- 
ciates has demonstrated that when the abdomen is 
opened, the temperature of the liver falls from 1! 
to 3 degrees, even if the liver itself is not exposed 
directly. The resulting impairment of the organism 
as a whole is indicated by the fact that the tem- 
perature of the brain also falls from 1 to 3 degrees. 
This change in the temperature of the brain is iden- 
tical with that which follows the removal of the liver. 
A similar lowering of the temperature of both the 
liver and the brain was observed in animals under 
ether anesthesia. Under nitrous oxide anwsthesia 
the temperature of the brain and liver is little 
altered. 

A decrease in the blood pressure due to hamor- 
rhage is another factor lowering the temperature of 
the brain and liver. Normally the brain responds to 
the injection of adrenalin by an immediate increase 
in temperature of from o.5 to 1 degree. After 
removal of the liver, the injection of adrenalin pro- 
duces little or no change in the temperature of the 
brain. These facts explain why, in the case of a very 
sick patient, the mere exposure of the abdominal 
viscera may cause death, even when no operation 
is performed and general anesthesia is not  in- 
duced. 

In laboratory investigations the author has found 
that the introduction or application of heat within 
the abdomen produces an immediate rise in the 
temperature of both the liver and the brain. Of 
special significance was the observation that the 
rise in the temperature of the brain sometimes 
occurred even before the increase in the temperature 
of the liver. 

It was found also that the application of heat to 
the liver counteracts the effect of the exposure of 
the viscera in abdominal operations, and particularly 
in operations on the liver or bile ducts. The ideal 
method of maintaining the temperature of the liver 
at about the normal level is diathermy. One pole is 
placed on the lower chest of one side and the other 
brought opposite the dome of the liver. In this pro- 
cedure the operator is completely insulated by rub- 
ber gloves. 

Crile considers cholecystectomy preferable to 
cholecystotomy unless the general condition war- 
rants the more conservative operation. After all 
cholecystectomies he establishes drainage through 
Morrison’s pouch. 


er- 
tal 
nal 
he 
up 
nic 
ith 
ve 
By 
al 
a- 
he 
n- 
le. 
th 
is 
us 
of 
d 
in 
Is 
of 
ls 
ci 
n 
d 
is 
d 
IS 
it 
t 
is 
f 
ls 


282 INTERNATIONAL ABSTRACT OF SURGERY 


On the basis of seventy-seven operations on the 
liver and 1,701 operations on the gall bladder, 
Crile lays down the following rules: 

1. Before operation, employ saline infusion, the 
subcutaneous injection of from 3,000 to 5,000 c.cm. 
of water, repeated as indicated. 

2. In cases with jaundice, delay operation unti! 
the clotting time of the blood has been reduced by 
calcium. 

4 Avoid the use of narcotics. 

‘In grave cases divide the operation into two 

5. Apply heat to the liver and upper abdomen 
by diathermy during and after operation. 

6. Employ the transfusion of blood as indicated. 

7. Employ analgesia and regional anesthesia. 

8. Establish dependent drainage through Mor- 
rison’s pouch. 

g. Treat each case according to its particular 
requirements. 

10. Fortify the defense throughout by promoting 
liver function. Suirtey C. Lyons, M.D. 


metre ©. W., Huntsinger, M. E., and Montague, 

O. C.: Studies in Liver Function. Ill. Meth- 

ods for Determining the Furfurol Number and 

the Bilirubin Concentration of the Duodenal 
Contents. Boston M. & S. J., 1925, cxciii, 1050. 

McClure, C. W., Mendenhall, W. L., and Hunt- 
singer, M. E.: IV. A Procedure for the Uniform 
Stimulation of the Biliary Flow. Boston M.& 5S. 
J., 1925, cxciii, 1052. 

McClure, C. W., Huntsinger, M. E., and Gottlieb, 
J.: V. Clinical Observations on the Evaluation 
and Treatment of Disturbed Liver Function. 
Boston M. & S.J., 1925, cxciii, 1054. 

McC ure, Hunrstncer, and MONTAGUE present 
a modification of the McClure and Vance method of 
determining the bile-acid concentration in the duo- 
denal contents. ‘They express the result as the 
“furfurol number.”” They present also their pro- 
cedure for determining the bilirubin concentration 
in milligrams per too c. cm. of duodenal contents 
following stimulation of the bile flow with 33 per 
cent magnesium sulphate or oleic acid introduced 
through the duodenal tube. 

These methods have given uniform results, and 
the furfurol number has been shown to vary inde- 
pendently of changes in the concentration of choles- 
terol and bilirubin. 

On the basis of alcohol solubility, there are two 
classes of bile pigments. The relatively insoluble 
portion, which varies directly with the brown color 
of the duodenal contents is the so-called “ bilirubin.” 

McC ture, MENDENHALL, and HUNTSINGER pre- 
sent the results of examinations of the duodenal con- 
tents of twelve normal and nine pathological sub- 
jects with respect to: (1) gross color, (2) furfurol 
number, (3) total pigment concentration, (4) 
bilirubin, and (5) cholesterol. The pathological 
cases included cirrhosis of the liver, Banti’s disease, 
cholecystitis, migraine, and chronic hemolytic ic- 
terus. 


Oleic acid (5 c. cm.) with warm tap water (45 c- 


cm.) was used for duodenal lavage. The position of 
the tip of the duodenal tube was controlled by means 
of the fluoroscope. The results obtained after stim- 
ulation of the flow of bile with magnesium sulphate 
were found to parallel those obtained after the use of 
oleic acid as the biliary stimulant. 

The pathological subjects showed a striking dif- 
ference as compared with the normal subjects in the 
amounts of the constituents as well as the color of 
the duodenal contents. 

Cholesterol is usually considered an excretory 
product in the bile. Bile acids are possibly formed in 
the liver. The old theory that bile pigments are 
formed in the liver is now seriously questioned by 
biological chemists; indeed, the current belief seems 
to be that they are in part, at least, merely excreted 
by that organ. However, observations made in the 
investigation here reported on patients with func- 
tional derangement of the liver showed that both 
those with obstructive jaundice and those without 
a trace of jaundice may excrete in the bile similar 
concentrations of an alcohol-soluble pigment but no 
alcohol-insoluble pigment whatsoever. In view of 
this finding, the absence of jaundice makes it appear 
that the alcohol-insoluble pigment is more than 
merely an excretory product of the liver. Both 
classes of patients will show absence of the alcohol- 
insoluble pigment for many weeks, until the state 
of liver function improves, when that pigment will 
make its appearance in progressively increasing 
concentration. Such findings suggest that this par- 
ticular pigment, which in the present investigation 
has been arbitrarily called “bilirubin,” is formed in 
the liver, i.e., as a product of its metabolism. 

On the other hand, in familial haemolytic jaundice 
both the alcohol-soluble and the alcohol-insoluble 
pigments may be found in normal concentrations 
while the duodenal bile may be of an altogether ab- 
normal color. Apparently in this clinical condition 
the bile contains an abnormal type of pigment which, 
theoretically, may be considered as arising outside 
the liver. Indeed, in the investigation here reported, 
two types of bile were found in the duodenal bile, 
in the bile removed from a human gal! bladder, and 
in the bile of cats and dogs. 

McC ure, HUNTSINGER, and report a 
study of the relation between the symptoms of 
patients with gastro-intestinal disturbances and the 
state of liver function, and the relation between the 
status of the patient’s condition and the coincident 
state of liver function. The treatment of the dis- 
turbance of liver function consisted in the intro- 
duction of magnesium sulphate solution into the 
duodenum through a duodenal tube as first proposed 
by Lyon. The flow of bile was established by the 
use of oleic acid and the duodenal contents were 
examined with regard to their gross color, the con- 
centration of cholesterol, total pigment, and_bili- 
rubin, and the furfurol number. The study included 


also a consideration of the history of the case, the 
findings of the physical examination and the usual 
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clinical examinations of the blood, urine, and stools, 
the Wassermann reaction of the blood serum, and 
the X-ray findings in the gastro-intestinal tract. 

The types of cases investigated included acute 
and chronic cholecystitis, cirrhosis of the liver, 
peptic ulcer, a group of cases with gastro-intestinal 
symptoms of uncertain etiology, and migraine. 

The conclusions drawn are as follows: 

1. There is a group of patients presenting the 
symptoms commonly ascribed to cholecystitis, a 
group with return of symptoms after cholecystotomy 
or cholecystectomy, and another group complaining 
of gastro-intestinal symptoms not characteristic of 
any particular clinical entity. These three groups 
are characterized by an abnormal state of liver func- 
tion, as demonstrated by examination of the duo- 
denal bile. 

2. The symptoms presented by the three groups 
of patients described are frequently relieved during 
or following intraduodenal therapy. 

3. Relief of the symptoms is accompanied or 
followed by improvement in the state of liver func- 
tion, as demonstrated by examination of duodenal 
bile. 

4. The disturbance of liver function should be 
evaluated and treated in cases presenting the symp- 
toms of cholecystitis provided the surgical condition 
will permit delay. 

5. Evaluation of the state of liver function is 
worthy of consideration in the cases of patients with 
ulcer who are not progressing satisfactorily and in 
the cases of patients who present unexplained gastro- 
intestinal symptoms. Witrarp T. Newsen, M.D. 


Shattuck, H. F.: The Clinical Use of Liver Func- 
tion Tests: The Icterus Index and Rowntree- 
Rosenthal Serum Dye Test. Med. Clin. N. Am., 
1925, ix, 6or. j 

The measurement of liver function by the Rown- 
tree-Rosenthal test is based upon the rapidity with 
which the liver causes the disappearance of phenol- 
tetrachlorphthalein from the blood stream. After 
the intravenous injection of 5 mgm. of the dye per 
kilo of body weight under normal conditions, from 3 
to 5 per cent remains at the end of fifteen minutes 
and none at the end of an hour. With impairment 
of liver function the percentage rises, supposedly in 
proportion to the amount of liver damage. 

In certain diseases of the liver and gall bladder 
and in hemolytic conditions, bilirubinamia occurs. 
Since, in health, the liver is the sole excretory chan- 
nel for bilirubin, the amount of bilirubin found in the 
blood is an index of its function. This is called the 
icterus index, and according to an arbitrary standard 
is normally between 3 and 6. When it is above 15, 
jaundice appears. Latent jaundice is represented by 
an index between 6 and 16. 

The clinical use of these two tests is illustrated by 
several cases which are reported in detail. 

In two cases with vague thoracic and abdominal 
symptoms, but without apparent jaundice the icterus 
index was 15 and 16. Later, both of the patients 


developed typical cholecystitis. As jaundice ap- 
peared, their indices rose to 20, and as the attack 
subsided and the jaundice disappeared, they receded. 

A case is cited in which the icterus index increased 
despite attempts to drain the common duct, and the 
patient died of cholamia. 

Three cases are reported to illustrate the use of 
the tests in the differentiation of malignancy from 
protracted catarrhal jaundice. In catarrhal jaundice 
the icterus index decreased before the visible jaun- 
dice changed, whereas in cancer of the head of the 
pancreas it remained constant or increased until a 
cholecystogastrostomy was performed. 

In a fatal case of cirrhosis a steady increase in the 
icterus index was the first clue to an unfavorable 
prognosis. 

In a case of gastric cancer without enlargement 
of the liver, involvement of the liver was indicated 
by latent jaundice and retention of the dye. Me- 
tastases were found in the liver at subsequent 
operation. 

The icterus index was of value in revealing latent 
jaundice also in a case of collapse following pro- 
longed arsenic treatment for syphilis. The liver and 
spleen were not enlarged. Eight days after the ar- 
senic was discontinued jaundice appeared and the 
icterus index rose correspondingly. The serum dye 
test, however, showed no change from the normal. 

J. C. Carver, M.D. 


Cotte, G.: Exploration of the Biliary Tract by 
Means of Lipiodol in Cases of Fistula (Sur 
l’exploration des voies biliairies au lipiodol en cas de 
fistule). Bull. et mém. Soc. nat. de chir., 1925, li, 759. 

In addition to its use in the diagnosis of diseases 
of the central nervous system, the lungs and the 
urinary tract, lipiodol is of great value in determin- 
ing the condition of the biliary tract. In the study 
of the biliary tract, however, it can be used only 
when a fistula is present. Knowing whether or not 
the bile passages are permeable and knowing the 
nature of an obstruction, the surgeon is in a position 
to deal with a lesion appropriately without pre- 
liminary exploration. 

Cotte reports three cases and supplements his 
report with roentgenograms. 

The first case was that of a man who entered the 
hospital because of a continually discharging biliary 
fistula. All that could be learned of his history was 
that he had been operated upon once for hydatid 
cyst and twice for the fistula. The fistula was in 
the midline immediately below the xiphoid process. 
A roentgenogram taken after the injection of lipiodol 
into the fistula revealed, just below the dome of the 
diaphragm, a large intrahepatic cavity which com- 
municated with the bile passages. ‘Through this 
cavity the lipiodol quickly reached the duodenum. 
Operation confirmed the X-ray findings. Formol 
was applied to the cyst wall and the cyst was closed 
by suture. 

The second case was that of a 49-year-old woman 
with a severe gall-bladder infection. Cholecystec- 
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tomy was performed. As no calculi could be found 
in the common duct the jaundice was ascribed to 
cholangeitis. The jaundice subsided very slowly, 
the stools being intermittently clay-colored for some 
time. Bile continued to drain through the wound. 
The injection of lipiodol revealed a calculus in the 
common duct at the level of the fourth lumbar 
vertebra. ‘The obstruction was partial, the lipiodol 
passing sometimes to one side of the stone and some- 
times to the other. At a second operation the stone 
was removed and the common duct drained by a T 
tube. The X-ray then showed the bile passages to 
be free and it was noted that the sphineter of Oddi 
opened rhythmically, allowing small quantities of 
the lipiodol to pass into the duodenum, which they 
traversed immediately. It therefore seemed to 
function after the manner of the pyloric sphincter, 

The third case was that of a 55-year-old patient 
who was operated upon for cholecystitis. No cal- 
culi were noted in the common duct. Recovery was 
slow and fairly complete. Delay in the closure of 
the fistula was ascribed to infection by fasciola 
hepatica, the ova of which were found in the wall of 
the gall bladder. Some time later the fistula re- 
opened spontaneously and the biliary colic re- 
curred. The injection of lipiodol which was then 
done showed marked dilatation of the entire biliary 
tract and two large calculi at the lower end of the 
common duct. Operation was followed by rapid 
recovery and the return of the ducts to their normal 
caliber. 

Besides being of value for diagnosis the injection 
of lipiodol offers the physiologist a means of studying 
the function of the bile passages and the sphincter of 
Oddi in relation to the ingestion of food. 

Aubert De Groat, M.D. 


Nissen, R.: An Adjuvant in Cases of Chronic 
Biliary Fistula (Behelfsmassnahme bei chroni- 
schen Gallentisteln), Deutsche Zischr. f. Chir., 1925, 
Cxci, 317. 

The author reports three cases of biliary fistula in 
which the patients were given their own bile to 
drink. 

In Case t there was apparently a tumor of the 
head of the pancreas. The general condition was 
poor. The gall bladder was sutured to a fistula but 
the patient continued to fail. The ingestion of bile 
was followed by rapid recovery with a marked in- 
crease in weight. At cholecystenterostomy the head 
of the pancreas showed only a firm indurative hard- 
ening. The patient’s condition has continued to 
improve. 

In Case 2 a tuberculous degeneration cyst of the 
liver was packed. The bile escaped only externally. 
The patient continued to fail until he was given 
some of his own bile, whereupon his condition im- 
proved rapidly. After closure of the fistula, which 
occurred gradually, the bile flowed into the intestine 
in the normal way. 

Case 3 was a case of carcinoma of the common 
duct in which a biliary fistula developed following 


operation. After the patient was given some of 
his own bile, his condition improved and he gained 
weight, but he was unable to withstand a second 
operation. 

Bile can pass through the stomach without caus- 
ing any digestive disturbances. In the three cases 
reported there was an avidity for bile as long as 
the biliary fistula persisted. ‘The patient was able 
to estimate the amount of bile necessary. Its taste 
was not regarded as unpleasant. Braun (Z). 


Schlegel, A.: Surgical Degenerative Diseases of the 
Pancreas: A Study of Forty-One Cases 
(Beitrag zur Erkenntnis der chirurgischen Pank- 
reaserkrankungen im Sinne der Degeneration: 41 
Faelle). Beitr. s. klin. Chir., 1925, Cxxxiii, 562. 

The author reviews forty-one cases of degenerative 
diseases of the pancreas which were seen in the 
period from 191g to 1924. Since the war, pancreatic 
diseases have increased, while during the war they 
decreased. The increase is probably due to the in- 
crease of fat in the diet. In 50 per cent of the cases 
reviewed there was associated disease of the biliary 
ducts. 

Schlegel calls attention to the fact that the diver- 
gent nomenclature applied to the various affections 
of the gland renders a critical review of the literature 
very difficult. He divides his cases into those of 
acute necrosis of the pancreas (Guleke), those of 
pancreatosis, i.e., affections without parenchyma- 
tous changes but with extensive fat necrosis in the 
neighboring tissues, and those of pancreatitis (acute, 
subacute, and chronic). Some of his cases of pan- 
creatic necrosis are reported in detail. Microscopic 
study showed necrosis of the parenchyma (merely 
disintegration with absence of inflammation) and 
necrosis of fatty tissue in the gland and the sur- 
rounding parts. 

Pancreatic necrosis is characterized by severe 
toxic symptoms without an increase in the tem- 
perature. Possible causes of the condition are reflux 
of bile due to the presence of a stone in the com- 
mon duct, postoperative embolism, and tuberculous 
processes in the gland. The condition has been 
observed also in arteriosclerosis and alcoholism and 
after typhoid and septic diseases. Frequently, how- 
ever, its cause cannot be determined. 

Not at all uncommon are cases of necrosis of fatty 
tissue in which no change is to be found in the pan- 
creas. Zoepfl found a glassy oedema of the gland 
without injury of the cells in such cases and regarded 
the condition as a preliminary stage of acute necrosis. 
Schlegel has had ten such cases, in five of which a 
microscopic examination was made. Despite the 
absence of microscopic changes, a flow of pancreatic 
secretion in a reversed direction, toward the lym- 
phatic system, must be assumed, and in order to exert 
a digestive action on the neighboring tissues this se- 
cretion must be activated. In one case microscopic 
examination revealed a haemorrhage in the vicinity 
of an area of fat necrosis in the omentum, a positive 
sign of digestive action on the blood vessels. 
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In addition there are cases in which necrosis of 
glandular or fatty tissue is absent but the pancreas is 
as hard as stone and by reason of its hardness and 
swelling causes attacks of colic. In a number of the 
author’s cases of this type the gall bladder had been 
removed, there was no occlusion of the choledochus, 
excised portions of the gland appeared normal, and 
the temperature was normal. A complete cure was 
obtained by drawing off the bile through a T tube. 
Despite the negative microscopic findings, Schlegel 
believes that in these cases there is beginning 
disease of the gland, possibly an increase in the 
amount of bile with tension on the capsule similar to 
the picture which Volhard has given of nephrosis. 
As treatment, Payr suggested decapsulation of the 
pancreas. 

The appearance of necrosis of the fatty tissue de- 
pends upon whether or not the secretion in the 
lymph channels is activated. The lymph channels 
of the pancreas are connected with those of the duo- 
denum, and in the latter is found the activating 
ferment, trypsinogen. If the two lymph streams 
meet, fat necrosis takes place without an inflamma- 
tory factor. If they do not meet, the stony pan- 
creas remains the only objective finding. As a rule 
fever is absent, but there are violent colic and 
toxic phenomena. ‘This pancreatosis Schlegel re- 
gards as the beginning of acute necrosis of the pan- 
creas whereas Zoeptl’s inflammatory oedema is the 


beginning of pancreatitis. However, if infected bile 
enters the fjpancreas by reflux, pancreatitis sets in 
with febrile symptoms, a condition which may be 
engrafted onto pancreatic necrosis. 

Even today we know of no symptoms which point 
with certainty to disease of the pancreas. The 
colicky pain is dull, not violent as in gall-stone colic; 
it begins gradually, reaches a certain severity, and 
then diminishes somewhat, but often continues for 
days at a time. Facal vomiting frequently occurs, 
suggesting incomplete ileus. Pain may be caused by 
pressure above the umbilicus, in the region cor- 
responding to the pancreas. Sugar was found in the 
urine in only two of the cases reviewed. 

Disease of the pancreas is seldom diagnosed with 
certainty before operation, the violence of the symp- 
toms making quick intervention absolutely neces- 
sary. 

The prognosis of necrosis of the pancreas is ex- 
tremely unfavorable, the mortality being 41.6 per 
cent. The heart muscle is severely injured by the 
toxins as in severe burns. In the cases reviewed, 
pancreatosis with necrosis of fatty tissue had a mor- 
tality of 20 per cent, whereas in those without fat 
necrosis there were no deaths. In the cases of pan- 
creatitis, even those with large abscesses in the breast 
and liver, there were no deaths, a fact suggesting 
that the blood vessels are protected by a sort of 
encapsulation. JANSSEN (Z). 
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GYNECOLOGY 


UTERUS 


Ivens, F., Andrews, H. R., and Paramore, R. H.: 
Discussion on Surgery in the Treatment of 
Backward Displacement of the Uterus. Brit. 
M.J., 1925, li, 736, 739, 74°. 

Ivens discusses only retroversions and _retro- 
flexions which are immobile and non-adherent. He 
questions whether we are justified in designating 
any of the retroversions as congenital since it is 
possible that all of them may be the consequence 
of ‘aaa strain, long-continued standing, or a 
fall. 

Exception is taken to the contention of some gyne- 
cologists that backache with no other demonstrable 
cause than backward displacement of the uterus is 
to be classed as a neurosis. 

Ivens believes that the patient should be informed 
of backward displacement of the uterus as this 
condition may be responsible for sterility and its 
correction may prevent the occurrence of other 
sequelee when she becomes older. 

Possible causes of backward displacement of the 
uterus are fibromyomata, dermoid and ovarian 
tumors, and dorsal decubitus rendered necessary by 
a long-continued debilitating illness. 

The pathological changes are due largely to inter- 
ference with the circulation in the pelvic veins. Such 
obstruction may result in varicocele, an increase in 
the weight and size of the uterus, hyperplasia of the 
endometrium with metrorrhagia, a cystic condition 
of the cervix, or cervical erosion due to congestive 
leucorrhoea. ‘The ovary may be increased in weight 
and may become prolapsed and cystic. The round 
ligaments are usually attenuated, while the utero- 
sacral ligaments are shortened. Direct pressure often 
causes hemorrhoids. Occasionally there is reten- 
tion of urine. 

The signs and symptoms of retrodisplacement of 
the uterus must be differentiated from those due to 
pelvic inflammation or infective conditions of the 
urinary tract. Lassitude, a sense of pelvic weight, 
premenstrual dysmenorrhoea, backache, menor- 
rhagia, and leucorrhcea are common symptoms. Fre- 
quently the patient complains of sterility. Dys- 
pareunia may be caused by prolapse of the ovary or 
congestion of the uterus. Abortion may result from 
the disturbance of function. Later in life a dis- 
charge from the hyperplastic endometrium may pro- 
duce pruritus. Pyometra may result from the same 
cause or from imperfect drainage; lochiometra may 
be evident in the puerperium. 

In pregnancy and the puerperium the use of a 
Hodge pessary and postural correction are preferable 
to operation. In the presence of grave organic 


disease, operation is contra-indicated. 
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The best operation is the Mayo modification of 
the Gilliam operation. If the ovarian surface is 
sclerotic, it should be scarified. To assure firm ap- 
position ‘of the rectus sheath, figure-of-cight or cork- 
screw stitches are used for the skin and rectus 
sheath, catgut being employed only for the perineum. 
In the presence of hyperplasia of the endometrium, 
dilatation and curettage are of value as preliminary 
measures. 

ANDREWS states that while most gynecologists 
agree that operative treatment is best in cases of 
fixed retroversion, a uterus may be thought of as 
fixed when it is really movable. Such an error may 
result when the examination is made with only one 
a and when the uterus is lifted only in the mid- 

ine. 

Many patients with a retroverted uterus may be 
assured that the pelvic organs are not responsible 
for their symptoms. The idea that a mobile retro- 
verted uterus of normal size is the cause of pain on 
defecation or of hemorrhoids does not seem reason- 
able. Operation is usually done in cases with 
dyspareunia or cases of repeated abortion ina woman 
who has not given birth to a child. The cause of 
dyspareunia may be pressure on the body of the 
uterus as well as pressure on the ovaries. In the 
case of a childless woman who has had two or three 
miscarriages without any apparent cause except 
retroflexion of the uterus the operation indicated is 
round ligament suspension with the formation of a 
septum in the vesico-uterine pouch. This procedure 
is usually successful. In the modified Gilliam opera- 
tion the practice of bringing up a loop of round 
ligament through a small incision in the aponcurosis 
is to be condemned because of the danger of hernia in 
this area. Hernia may be averted by suturing the 
round ligament to the edge of the aponeurosis of 
the opposite side. 

PARAMORE reviews the surgical treatment of 
retroversion of the uterus during the last fifty years. 
The earliest attempts consisted in cauterization of 
the posterior cervical lip and of the adjacent portion 
of the vaginal vault in the hope that the resulting 
adhesions would hold the cervix back and the fundus 
forward. Later, Sanger shortened the sacral liga- 
ments and produced adhesions in the pouch of 
Douglas to cause posterior retraction of the cervix. 
Thereafter various types of procedures resulted in 
the development of the idea of ventrofixation from 
which the interposition operation was ultimately 
derived. 

The symptoms of sterility, dysmenorrhoea, men- 
strual aberrations, leucorrhoea, and backache are 
complained of not only by women with retroversion 
of the uterus, but also frequently by those with an- 
teversion. In cases of retroversion, menstruation 
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may be normal and pregnancy may occur. In many 
cases the condition is discovered accidentally, there 
being no symptoms at all. In other cases, in which a 
large retroverted or suddenly retroverted uterus 
causes pressure symptoms, the symptoms may cease 
even if the position is not corrected. 

In cases treated by the round ligament or ventral 
suspension operation a recurrence of the displace- 
ment with attenuation of the round ligaments or a 
long band at the site of the ventrisuspension has 
been found later. The anterior position is main- 
tained by maintenance of the proper anteroposterior 
compression. If the pelvic floor aperture is intact 
and the abdominal wall bulges distinctly when the 
patient stands, the symptoms attributed to retro- 
version may be corrected by a Curtis abdominal 
support and general tonic measures without opera- 
tive correction of the retroversion. 

In cases with great relaxation of the abdominal 
wall or marked diastasis recti, a pleating operation 
may restore the support. The author believes that 
in the usual case the surgical treatment of the retro- 
version itself is of secondary importance. 

Vircit E. Dupman, M.D. 


Strachan, G. I.: The Pathology and Treatment of 
Erosion of the Cerv:x. Brit. M.J., 1925, ii, 743. 


Erosion of the cervix occurs in some degree in 
from 75 to 80 per cent of parous women and in about 
25 per cent of nullipare. 

The vaginal mucosa is lined to the external os by 
stratified squamous epithelium which is resistant 
to bacteria and contains no glands favorable for 
their lodgment. The cervical mucosa is covered 
with columnar epithelium, the invagination of 
which forms numerous deep racemose glands. In- 
fection of the cervix is favored by laceration during 
labor and by lochia which renders the vaginal secre- 
tion alkaline. Normally, the acid reaction due to 
the presence of Doederlein’s bacillus counteracts 
the pathogenic action of the bacilli which are present 
in the vagina. 

In virgins, the condition commonly termed 
“congenital erosion” may be due to the persistence 
of fetal conditions in the cervix. Contributory fac- 
tors are anemia and general ill health reducing the 
acidity of the vaginal secretion. Because of its 
ability to penetrate and infect intact mucous mem- 
brane, the gonococcus is often the agent responsible 
for the inflammation. While laceration of the cervix 
is commonly present, the extent of the erosion is de- 
pendent more directly upon the virulence of the in- 
fecting organism. 

The condition is characterized by hyperamia and 
cedema of the subepithelial tissues with redness and 
swelling of the cervical mucosa and a mucoid or 
mucopurulent secretion of the cervical glands. 
Some of the squamous epithelial cells are raised and 
cast off, a raw red circle being left around the os. 
This area becomes covered by columnar epithelium. 

A study of sections reveals a chronic granulating 
area between the columnar covering and the area 


covered by squamous epithelium. Blocking of the 
orifices of the racemose glands by inspissated secre- 
tion or by stricture due to periglandular fibrosis 
forms retention cysts known as “‘ nabothian follicles.” 
Fibrosis may follow, involving the deeper muscular 
tissue and causing, first, hypertrophy, and later, 
shrinkage of the cervix. Scarring along the vaginal 
fornix or thickening of a broad ligament may cause 
pain on manipulation. Endometritis is an often 
associated condition. 

The most common infective organisms are staphy- 
lococci, streptococci, bacillus coli communis, and 
gonococci. 

The most important sequele of erosion of the 
cervix are general ill health from the leucorrhoea and 
the absorption of toxins, pelvic pain, backache, and 
definite mental disturbances. The chief danger, 
however, is carcinoma. Carcinorna spreads rapidly 
in a broad ligament that has become thickened as 
the result of the septic condition of the cervix. 

In the cases of pregnant women the prophylactic 
treatment consists chiefly in encouraging a slow 
first stage of labor. If lacerations occur in spite of 
this precaution, accurate repair is essential as they 
show little tendency to heal. 

The methods used to obtain a cure are the fol- 
lowing: 

1. The application of antiseptics such as 10 per 
cent formalin, iodized phenol, or 20 per cent argyrol 
to the eroded surface after removal of the glairy 
mucus by liquor potasse. This method is not very 
effective because of the number of treatments neces- 
sary and the failure of the agents to penetrate to a 
sufficient depth. 

2. Puncture of the nabothian follicles with the 
dull red actual cautery. This treatment may be 
followed by improvement but a cure seldom results 
and the cervix still remains a possible site for car- 
cinoma. 

3. Radium irradiation. This may prove of value. 

4. Operative procedures. Currettage benefits 
only the endometritis, and is not likely to cure the 
crosion. Trachelorrhaphy is apt to fail because of 
the persistence of the endocervicitis. Most effective 
are the operations advised by Bonney and by 
Stuermdorf, in which the affected mucosa is coned 
out and the reflected vaginal mucosa is made to 
oppose the endocervical mucosa. The lesion must 
be considered a precancerous state. Carcinoma can 
be prevented only by radical treatment. 

Vircit E. Dupman, M.D. 


Bonney, V.: Myomectomy as the Treatment of 
Election for Uterine Fibroids. Lancet, 1925, ccix, 
1060. 


The author believes that myomectomy is the treat- 
ment of choice for uterine fibroids as conservation 
of the uterus should be attempted whenever the 
organ, apart from the tumors, is reasonably healthy, 
as it is in the majority of cases. 

The greatest number of tumors removed by Bon- 
ney at one operation was eighty. The successful 
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removal of so large a number has been rendered 
possible by the use of the clamp invented by him. 
This clamp acts as a tourniquet applied to the lower 
uterine segment and controls both uterine arteries 
at once so that when the ovarian vessels are tem- 
porarily compressed by a ring forceps on cither 
ovariopelvic ligament the circulation through the 
uterus is entirely stopped and the operation becomes 
bloodless. The clamp is applied from the front 
through the lower end of the abdominal wound. It 
is important to put it in so that both round ligaments 
are included in its grasp, as otherwise it may slip 
down the cervix below the points where the uterine 
arteries enter the uterus. 

If possible, Bonney removes all of the tumors 
through a single anterior incision in the uterus. 
Opening of the uterine cavity has not been followed 
by any ill results and is advisable in most cases in 
order that small submucous tumors may not be 
overlooked. In the closure of the major enucleation 
cavities and in the reconstruction of the uterus 
Bonney employs silk for the main mattress sutures. 

In a series of 120 cases in which Bonney per- 
formed a myomectomy there were three deaths. 
Two of these deaths were due to paretic obstruction 
of the intestine. In neither case was it possible to 
determine the cause of the intestinal paresis and 
distention. The third death was due to pulmonary 
embolism. In an earlier series of 100 cases there were 
two deaths, one due to postoperative haemorrhage 
discovered too late and one due to peritonitis 
secondary to postoperative oozing from the uterine 
wound. The total mortality in the 220 operations 
was therefore 2.09 per cent. 

Convalescence after myomectomy is usually 
smooth, but as a rule there is more pyrexia in the 
first week than after hysterectomy, probably be- 
cause of absorption from the enucleation cavities. 
In none of Bonney’s cases has there been any trouble 
from the silk sutures in the uterus. 

New fibroids are not likely to develop in the con- 
served uterus if every tumor down to the smallest 
seedling is removed. In Bonney’s opinion, the seed- 
ling is usually formed much earlier iri life than is 
generally believed, probably in the second decade, 
and the formative agent is not operative continu- 
ously but ceases to act after a period. 

Bonney has never been obliged to operate upon 
any of his patients for continuance or re-appearance 
of excessive bleeding. When the uterus is greatly 
hypertrophied from a large fibroid or mass of 
fibroids, it is necessary to cut it down to a manage- 
able size before returning it to the abdomen, for 
though involution occurs after myomectomy, as 
after parturition, it must not be depended upon too 
much. 

A number of Bonney’s patients have become preg- 
nant after myomectomy. In two cases in which the 
tubes were tested by inflation several years after 
the operation they were found to be patent. By a 
year after the operation menstruation has invariably 
become normal in periodicity and amount, and in 


the cases in which the fibroids were accompanied 
by dysmenorrhoea their removal was followed by 
immediate cessation of the pain. 

In comparing myomectomy with hysterectomy 
for fibroids the author cites the influence of the 
uterus in the maintenance of ovarian activity. 
When this function is lost as the result of removal of 
the organ, climacteric symptoms due to ovarian 
atrophy develop several years earlier than is the 
case when the uterus is not removed. 

When pregnancy is complicated by fibroids re- 
quiring operation, its interruption is usually unneces- 
sary if the number of fibroids is not large. 

Cron, M.D. 


Spalding, A. B.: Mortality Rates of Carcinoma of 


the Uterus in California. California & West | 


Med., 1925, xxiii, 1297. 


In California, cancer is responsible for about 8% 
per cent of the deaths and 14% per cent of the 
cancers are Situated in the genital organs. 

From a study of a series of cases, the author con- 
cludes that cancer probably does not start from a 
single cell, but that many cells in a particularly dis- 
turbed environment develop malignant charac- 
teristics simultaneously. It is not known how long 
it takes a few malignant cells to develop a tumor 
which may be identified as cancer histologically and 
which produces symptoms noticed by the patient. 

A study of a series of untreated cases indicated 
that the average cancer will cause death in two years. 
Hope of cure is practically absent in the cases of 
patients presenting themselves for treatment a year 
after the appearance of symptoms, after improper 
or incomplete surgery, or after the development of a 
recurrence. Such cases justify the conclusion that 
women over 30 years of age should have a routine 
pelvic examination at reasonable intervals even in 
the absence of symptoms. 

The unfortunate statement by the lay press that 
radiation therapy is a failure may be due to the use of 
the term “cure” instead of ‘‘arrest of disease” in 
discussions of advanced cancer. 

Radiation is an invaluable aid in the treatment 
of cancer. It is curative when it is used early enough 
and in later stages of the disease it frequently gives 
comparative comfort. The author has obtained a 
cure only in cases subjected to early complete hys- 
terectomy. In some instances this operation was 
supplemented by pre-operative or postoperative 
radium or X-ray treatment. The immediate mor- 
tality following hysterectomy was 19 per cent. ‘This 
high mortality has since been lowered by better 
staff organization and improved technique. 

In the treatment used today, X-ray and radium 
irradiation is given and about five weeks later a 
radical hysterectomy with removal of the parame- 
trium is performed. Postoperative irradiation is 
given only in the treatment of recurrences. Sus- 
pected cases are subjected to diagnostic curettage 
and the introduction of roo mgm. of radium while 
the diagnosis is being made from the frozen section. 
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If malignancy is found, the radium is allowed to 
remain for from twenty to thirty hours. 

X-ray therapy is divided into two stages with a 
one-day interval. The average case is given from 
300 to 500 ma.-min. (target skin distance 50 cm.; a 
round port 25 cm. in diameter centered over the front 
of the pelvis; a 34-mm. copper filter; 200,000 volts). 
On the following day a similar part is irradiated 
from the back. 

The results in 117 cases of cancer of the uterus 
treated in the period from August, 1912, to April, 
1924, are reported. Of the patients treated before 
1921, 71 per cent died or developed a recurrence; 15 
per cent were free from recurrence for from three to 
seven years; 14 per cent were lost track of before 
three years but were without recurrence as long as 
they were under observation. Of the 50 per cent 
who were operated upon, 31.2 per cent were cured 
and 1g per cent died as the result of the operation. 

In the twenty-five cases in which death occurred 
after irradiation treatment, the duration of life was 
less than in the twenty cases in which death followed 
operation. However, of the twenty-five patients who 
died after irradiation, one died as the result of an 
accident, and one from a heart lesion, five had had 
incomplete operations previously, and two died 
following hysterectomy performed by another sur- 
geon after radium treatment. 

In conclusion the author states that since the 
treatment of early cancer offers such a good prog- 
nosis and in advanced cancer a fatal outcome is so sure, 
the greatest hope of reducing the mortality lies in 
frequent routine examinations, the prevention of 
local and general irritation, early pathological diag- 
nosis in suspicious and proved cases, and the pre- 
operative use of radium and the X-ray followed by 
radical removal of the uterus and parametrium. 

Vircit E. Dupman, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Rubin, I. C.: Diagnostic Value and Therapeutic 
Application of Per-Uterine Insufflation of the 


Fallopian Tubes in Cases of Sterility. Proc. 


Roy. Soc. Med., Lond., 1925, xix, Sect. Obst. & 
Gynec., 1. 

Insufflation of the fallopian tubes by inflation of 
the uterus with carbon dioxide gas obviates the 
necessity for surgical intervention to determine the 
patency of the tubes and has proved of therapeutic 
value by straightening out kinked tubes and dis- 
lodging mucus plugs. 

Rubin gives a detailed description of the apparatus 
he devised for the test, his technique, and his inter- 
pretation of the findings. 

The method is associated with danger only when 
it is employed without regard to the rigid rules of 
technique, at an unfavorable time with regard to 
the menstrual cycle (from four to seven days after 
the cessation of the menstrual flow is best), and in 
ill-chosen cases. 

It is contra-indicated during menstruation and in 
cases of pelvic suppuration, pelvic tenderness, in- 


flammatory masses, fever, hemorrhage, and serious 
cardiac, renal, pulmonary, and metabolic dis- 
turbances. 

If a subphrenic pneumoperitoneum is not pro- 
duced at the first attempt, it is well to repeat the in- 
sufflation the following month. Frequently several 
insufflations are given for therapeutic purposes. 
Pregnancy occurs after tubal insufflation in 95 per 
cent of cases of sterility. Macnus P. Urnes, M.D. 


Soimaru, A.: Intraperitoneal Hemorrhage from 
the Non-Gravid Fallopian Tube (Sur les hémor- 
ragies intrapéritonéales de la trompe non gravide). 
Gynécologie, 1925, xxiv, 509. 

The author reports a case of hematocele due to 
tubal rupture in which, microscopic examination 
showed a chronic hemorrhagic pachymeningitis 
without any evidence of fetal or placental elements. 

Intraperitoneal haemorrhage from the non-gravid 
tube may be caused by trauma, congenital mal- 
formations of the tube, neoplasms, inflammations, 
and infections such as syphilis and tuberculosis. 

In cases of tubal malformation the blood vessels 
of the tube are poorly developed and are apt to 
rupture when the frail tubal wall becomes infected. 

Hemorrhage from an inflammatory lesion is 
usually manifested as a hematocele. In hamor- 
rhagic pachymeningitis, which is almost always 
bilateral, the tubes become enveloped by adhesions 
formed as the result of the peritoneal reaction, and 
the consequent obliteration of the abdominal orifice 
of the tube often transforms the hemorrhagic lesion 
into a hematosalpinx. Being rigid and friable, the 
distended tube may rupture. The hematosalpinx 
usually occupies the ampullar portion of the tube 
and is rarely found in the isthmus. 

The tubal epithelium loses its normal character, 
and in the tubal lumen free blood clots are found, 
The mucosa is smooth. The predominant micro- 
scopic lesions are vascular changes which have been 
described by Bovee as fatty degeneration. Ulti- 
mately, perivascular and interstitial sclerosis results. 
After rupture of the tube the vessels may remain 
open because of loss of contractility. 

Other types of hematosalpinx are that due to 
pyosalpinx, the catemenial hematosalpinx, and the 
rare hematosalpinx due to spontaneous torsion of a 
normal or inflamed tube. 

Hemorrhages of tubal origin occurring in the 
absence of tubal pregnancy are very rare. Fre- 
quently they are not diagnosed. They usually cause 
symptoms of peritoneal irritation, but these may be 
regarded simply as phenomena associated with the 
menstrual period. The author believes that many 
disorders associated with menstruation and at- 
tributed to fatigue are due to the entrance of blood 
from the tube into the peritoneal cavity. From the 
clinical signs, it is impossible to distinguish this ty 
of rupture from that due to tubal pregnancy. The 
differential diagnosis can be made only by micro- 
scopic examination to exclude syncytial or chorionic 
elements. SALVATORE DI Pata, M.D, 
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Norris, C. C., and Vogt, M. E.: Malignant Ovarian 
Neoplasms. Am. J. Obst. & Gynec., 1925, x, 684. 

Of a series of 1,028 ovarian neoplasms, 11 per cent 
were malignant. Frequently such tumors cause no 
symptoms even when they are large and dissemina- 
tion has occurred. The histological diagnosis is of 
great aid in determining the prognosis and may 
give valuable information regarding the value of 
postoperative X-ray and radium treatment. 

The two most common forms of malignant ovarian 
tumors are the glandular adenocarcinoma and the 
papillary adenocarcinoma. Of the authors’ patients 
with- glandular adenocarcinoma 23 per cent were 
alive three years or more after operation as com- 
pared with 70 per cent of those with papillary 
adenocarcinoma. Almost 60 per cent of the patients 
whose condition appears favorable at operation 
survive for three years. 

Malignant ovarian neoplasms may be malignant 
from the onset or the result of the degeneration of a 
benign tumor, metastasis, implantation (often trans- 
tubal), or the spread of contiguous malignancy. 
Benign ovarian neoplasms frequently undergo 
malignant change, usually of the epithelial type. 
Ovarian carcinomata may originate from a per- 
forating (Sampson’s) cyst. The transtubal route of 
dissemination from a fundal carcinoma to the ovary 
is not uncommon. ‘Transtubal dissemination from 
an ovarian carcinoma to the fundus of the uterus is 
possible. In associated cancers the ovarian lesions 
are generally the larger, regardless of which is the 
primary focus. 

The prognosis under such conditions is unfavor- 
able. Seven of the authors’ eight patients failed to 
survive three years. The prognosis is less favorable 
in primarily malignant neoplasms than in malignant 
degeneration of benign cysts. 

Even when the condition is apparently hopeless, 
patients with a malignant ovarian cyst should 
generally be subjected to laparotomy. During the 
removal of malignant ovarian cysts, tapping of the 
tumor to facilitate its removal through a small in- 
cision is likely to result in dissemination. 

Primary malignant tumors are usually bilateral 
and malignant degeneration of benign neoplasms 
tends to become bilateral. Secondary malignant 
ovarian tumors are generally larger than the primary 
growths from which they originated. 

Malignant ovarian neoplasms may occur at any 
age. Seven per cent of the authors’ pseudomucinous 
ovarian cysts and a smaller percentage of the 
dermoids showed carcinomatous degeneration. 

The differentiation between the semi-malignant 
simple ovarian papilloma and carcinoma is fre- 
quently impossible before operation, and in some 
instances can be made only by histological exam- 
ination. 

Recurrence generally develops in the first year, less 
frequently during the second year, and rarely after 
the third year. The prognosis is decidedly less 
favorable in case of bilateral tumors than in those in 
which the neoplasm is single. 


In the presence of a malignant ovarian tumor on 
one side and a normal ovary on the other, the safest 
procedure is a hysterectomy and bilateral salpingo- 
obphorectomy. The value of postoperative irradia- 
tion with the X-ray or radium is still undeter- 
mined, but in the cases reviewed the radiation 
treatment was uniformly unsuccessful. 

E. L. Cornett, M.D. 


EXTERNAL GENITALIA 


Scudder, S. A.: A Comparative Study of the Value 

-of Stained Smears and Cultures in the Diag- 

nosis of Gonorrheeal Vulvovaginitis. J. Urol., 
1925, XiV, 429. 

The author states that the diagnosis in cases of 
vulvovaginitis should depend upon smears and 
cultures from the urethra, vulva, vaginal introitus, 
upper vagina, and cervix. 

Smears are best made by evenly rolling (not 
rubbing) slender, sterile cotton swabs over sterile 
glass slides. 

The controls used in staining should be known 
gram-positive and gram-negative organisms such as 
staphylococci and bacillus coli. 

If standard commercial dyes and acetone are 
used, if the gram-positive organisms used as con- 
trols are young and actively growing, and if the work 
is done by a well-trained technician, the alkaline 
modification of the gram stain can be so standard- 
ized that it will give consistent results. 

Persistent extracellular, gram-negative, biscuit- 
shaped diplococci in freshly made and carefully 
stained films from the genito-urinary tract of a 
child are presumptive evidence of gonococcal in- 
fection, even in the absence of confirmatory clinical 
and cultural findings. 

The presence of the gonococcus in the genito- 
urinary tract of the child is not always attended by 
positive clinical signs, nor is there always a pre- 
dominance of pus cells in secretions which contain 
gonococci. Epithelial cells frequently harbor the 
organisms. 

Negative smears for a period of weeks or months, 
together with negative clinical signs, are consistent 
with latency and are not necessarily proof of a 
cure. 

For the isolation and maintenance of gonococci 
as regards uniform character of growth and longevity 
of the strains, the modified Thalmann medium 
described by Torrey and Buckell appears to be the 
best yet devised. 

Normal ascitic fluid added to the medium at a 
temperature between 50 and 60 degrees C. should be 
the standard type of enrichment because it appears 
to be more constant than other serous fluids, both in 
reaction and in growth-stimulating quality. 

The most uniform results in the maintenance of 


’ stock strains for periods of four weeks or longer are 


obtained with a semisolid hormone medium, reac- 
tion pH 6.7 to 6.9, to which ascitic fluid has been 
added for enrichment. 
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The fermentation test is at present the only means 
whereby the gonococcus can be differentiated from 
other gram-negative diplococci. The gonococcus 
isolated from infants ferments only dextrose and in 
this respect does not differ from the strains isolated 
from adults. 

Before a case of vulvovaginitis is classed as non- 
specific the possibility of an overgrowth of the 
gonococcus in the plates by other types of diplococci 
should be ruled out. 

In thirty cases of gonorrhoeal vulvovaginitis the 
author found no gram-negative diplococcus which 
could be confused with the gonococcus, either mor- 
phologically or culturally. In eighteen negative 
cases used as controls, he found no organism which 
could be classed as micrococcus catarrhalis. 

In conclusion Scudder states that the smear is 
still the most reliable criterion of gonorrhoeal infec- 
tion, but cultures will be consistently positive if the 
material is obtained during the acute stage of the 
disease. Rotanp S. Cron, M.D. 


Cecil, A. B.: Destructive Lesions of the Female 
Urethra in Childhood: A Differential Diag- 
nosis from Female Hypospadias. J. Urol., 1925, 
Xiv, 441. 


The term “female hypospadias” is applied to 
complete or partial absence of the urethra. This 
condition is extremely rare and has been confused 
with pseudofemale hermaphrodism and traumatic 
destruction of the urethra occurring in the early 
years of life. 

The author reports a case of destructive lesion of 
the female urethra, describing the operations which 
were performed to re-establish continence of the 
bladder. 

Cecil believes that in a considerable number of 
the cases reported in the literature as female hy- 
pospadias the condition was not congenital but due 
to trauma. 

The embryological development and congenital 
defects of the male and female bladder, urethra, and 
genital organs are compared. 

From a review of the literature Cecil regards it as 
very doubtful whether a congenital high opening or 
splitting of the urethra has ever been found in an 
otherwise normal female with a normal vagina and 
internal genitalia. While the findings might have 
suggested the condition and a history of trauma may 
have been unobtainable, the congenital origin of the 
condition in such subjects is open to question. 

Attempts to reconstruct the urethra in cases with 
persistence of the urogenital sinus are very likely to 
result in incontinence of urine, and it is doubtful 
whether attempts to reconstruct the vagina have 
been of any great value. In cases in which the vagina 
is nearly normal the surgeon should hesitate to cut 
the muscles of the vagina for the exposure of the 
urethra. Such a procedure is contra-indicated par- 
ticularly when there is incontinence of urine since a 
high degree of urinary retention may be developed 
by the vaginal muscles. Rotanp S. Cron, M.D. 


MISCELLANEOUS 


Schmitz, E. F.: Bladder Fistule in Gynecology 
and Obstetrics. Surg. Clin. N. Am., 1925, v, 1345. 


Schmitz presented at his clinic the following six 
cases of bladder fistula: 

1. A vesicovaginal fistula following septic abor- 
tion in which violent curettage was done. 

2. A vesicovaginal fistula following forceful 
delivery. The opening was large, involving the en- 
tire base of the bladder. 

3. A vesicovaginal fistula following total hyster- 
ectomy. The opening was small and situated very 
high in the left lateral wall of the vagina. 

4. A vesicovaginal fistula following total hyster- 
ectomy. The opening was of moderate size and 
situated in the central portion of the vaginal vault. 

5. A vesicovaginal fistula following forceps de- 
livery. The opening was situated under the pubic 
arch on the left side near the symphysis. 

6. A vesicocervical fistula following instrumental 
delivery with craniotomy for a hydrocephalic child. 

The causes in these cases represented all of the 
causes of vesical fistula except malignancy. 

In discussing the closure of such fistule the 
author mentioned the necessity for complete im- 
mobilization of the bladder. The suture material 
used was the extra hard gut known as ‘‘Dulox”’ 
which is commonly employed in gastro-intestinal 
surgery. Harry W. Fink, M.D. 


Keene, F. E.: Perforating Ovarian Cysts (Samp- 
son’s) with Invasion of the Bladder Wall: Re- 
port of Two Cases. Am. J. Obsi. & Gynec., 1925, 


x, 619. 

Heaney, N. S.: Adenomata of Endometrial Origin 
in the Laparotomy Scars Following Incision of 
the Pregnant Uterus. Am. J. Obsl. & Gynec., 
1925, X, 625. 

Danforth, W. C.: Adenomyoma of the Abdominal 
Wall. Am. J. Obst. & Gynec., 1925, x, 630. 

Sampson, J. A.: Heterotopic or Misplaced Endo- 
metrial Tissue. Am. J. Obst. & Gynec., 1925, x, 
649. 

Graves, W. P.: The Relationship of Ectopic Adeno- 
myomata to Ovarian Function. Am. J. Obst. & 
Gynec., 1925, X, 665. 

KEENE reports two cases in which intense bladder 
symptoms were produced by endometrial invasion of 
the bladder wall secondary to endometrial cysts of 
the ovary. 

Prior to operation, the nature of the lesion was 
determined by the exclusion of inflammatory neo- 
plastic lesions of the kidney and bladder and by a 
more or less typical cystoscopic picture. Unless the 
possibility of such a lesion is borne in mind, it may 
be readily mistaken for a malignant tumor. 

Relief of the symptoms and restoration of the 
bladder to normal followed removal of both ovaries, 
showing that excision of the affected area in the 
bladder is unnecessary. 

HEANEY reports two cases in which it seemed 
clear that while the pregnant uterus was open, pieces 
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of endometrium were carried to the abdominal in- 
cision and there became engrafted. Few instances 
of such engrafting of endometrium have been re- 
ported after casarean section, an operation per- 
formed frequently and in which there is considerable 
chance of sewing endometrial débris in the wound, 
but a relatively large number of adenomata have 
been observed after ventrofixation, an operation 
which is much less frequently performed and in 
which the opportunity for the introduction of grafts 
is apparently much less ideal. ‘ 

The adenomata appear usually a few weeks or 
months after the operation, but sometimes do not 
become manifest for several years. In some in- 
stances they do not cause symptoms. Usually, 
however, they swell and are painful during and for 
several days after the menstrual period, and are 
tender to pressure at all times. When first noticed 
they may have the feel of a small omental hernia 
and may be slightly movable. As they grow older, 
they become larger, more fixed, raised above the sur- 
face of the surrounding skin, puckered, and bluish, 
assuming the appearance of an_ inflammatory 
swelling. 

DANFORTH reports a case in which a cesarean sec- 
tion was done with exsection of the uterine ends of 
the tubes for sterilization. Recovery was unevent- 
ful. Two years later the patient returned with a 
hard, rounded mass in the lower third of the scar. 
This mass was tender and not mobile, and did not 
vary in size at the menstrual periods. Its excision 
necessitated the removal of a small area of the rectus 
sheath. On cross-section the surface presented the 
firm grayish appearance characteristic of a desmoid 
growth. Microscopic section showed in one area 
several spaces lined with epithelium of typical en- 
dometrial character. These areas resembled uterine 
glands and must therefore have come from the im- 
plantation into the abdominal wound of endometrial 
cells which originated either in the body of the uterus, 
escaping when the uterus was opened for the delivery 
of the child, or from the tube when it was cut 
through during the procedures for sterilization. 

SAMPSON stated that just as endometrial car- 
cinoma invades the uterine wall, so also at times does 
benign endometrial tissue. Also, like ovarian and 
endometrial carcinoma, benign endometrial tissue 
escaping into the peritoneal cavity may give rise to 
peritoneal implantation, this occurring most often 
in the dependent portions of the pelvis and in its 
natural peritoneal folds and depressions. It is fre- 
quently associated with invasion of the underlying 
structure. The surgeon may infect the field ot 
operation with benign endometrial tissue which will 
grow just as he may infect it with fragments of can- 
cer. Like cancer, benign endometrial tissue will 
invade the lymph vessels and like cancer metastases, 
benign endometrial tissue may be found at a dis- 
tance from its primary or secondary situation, pos- 
sibly even in the pelvic lymph nodes. As syncytial 
cells gain access to the venous circulation and as 
bacteria and chorio-epithelioma metastasize through 


the uterine veins, so the chemical and cellular con- 
stituents of menstrual blood may escape into the 
venous sinuses of the uterine wall and remain in the 
uterus or be carried to other parts of the body. The 
invasion and dissemination of benign endometrial 
tissue follow the same channels as the invasion and 
dissemination of cancer. 

GRAVES stated that while he cannot subscribe to 
the sweeping statement that ectopic endometriomata 
do not retrograde after removal of the ovaries, he 
does not feel justified in making a general statement 
to the contrary. He is convinced, however, that in 
the majority of cases the endometriomata may be 
counted on to atrophy in the absence of ovarian 
function, and that this probability in their behavior 
is a valuable guide to treatment in cases such as 
those of rectovaginal adenomyomata in which a 
radical operation would cause great mutilation or 
seriously endanger life. He reports four cases. 

EwInc, in the discussion of these reports, said 
that many appendiceal epithelial fragments are 
hardly explainable as the result of a transfer from 
the uterine mucosa. They are too deep; and they 
are underneath the serosal covering which is intact. 
The same observation applies to a considerable num- 
ber of implants along the intestinal canal, which are 
derived in all probability from misplaced intestinal 
epithelium. Ewing accepts as cases of endometrial 
transplants those in which the structure is typical, 
in some instances even perhaps without endometrial 
stroma, and in which the clinical history indicates 
the occurrence of some violence which would account 
for the transplantation or misplacement of endo- 
metrial mucosa. 

CULLEN said he was more firmly convinced than 
ever that typical adenomyomata, wherever situated, 
are of muellerian duct origin. Their glands and 
stroma are identical in appearance with those of the 
mucosa of the body of the uterus and they react 
exactly as uterine mucosa at the menstrual period. 
Some ovarian, some rectovaginal septum growths, 
and some intestinal and appendiceal adenomyomata 
may owe their origin to transplanted epithelium. 
Adenomyomata of the round ligament appear to be 
due to embryonic inclusions and adenomyomata of 
the umbilicus to embryonic inclusions. _Adenomy- 
omata in abdominal scars are due to transplants. 

E. L. Cornett, M.D. 


Heyman, J.: Radiological Treatment of Inoperable 
Cancer of the Female Pelvic Organs. Brit. M.J., 
1925, li, 827. 

Cole, P. P.: The General Position and Treatment 
of Inoperable Cancer of the Female Pelvic 
Organs. Brit. M.J., 1925, ii, 831. 

Donaldson, M.: The Organization of a Cancer 
Service. Brit. M.J., 1925, ii, 836. 

Forsdike, S.: Radium Treatment in Advanced 
Cancer of the Cervix. Brit. M.J., 1925, ii, 839. 


HEYMAN reports the degree and duration of the 
improvement of the symptoms in 375 cases of in- 
operable cancer of the cervix which were treated at 
the Radium Hemmet during the years 1916 to 1922 
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inclusive. In nearly all of these cases the bleeding 
was stopped for longer or shorter periods. In nearly 
two-thirds the vaginal discharge has stopped, and 
in over 50 per cent the pain has ceased. In more than 
one-third of the cases the freedom from symptoms 
has lasted longer than one year. Two-thirds of the 
patients have regained their strength enough to 
resume work; one-half of them have worked for 
a year or more. Of 234 patients treated in the period 
from 1914 to 1919, thirty-nine have remained healed 
for five years or more. One patient has been cured 
for eleven years. 

Fifty-four cases of carcinoma of the corpus were 
treated. Of these, twenty-nine were inoperable. Of 
seventeen patients who have been under observa- 
tion for five years or longer, ten remained free from 
symptoms after five years. Fifty-five per cent were 
free from symptoms after two years. Of the in- 
operable cases of cancer of the corpus, 44.4 per cent 
were cured after five years. One patient whose con- 
dition was inoperable has been free from symptoms 
for nine years. 

The results of the treatment of inoperable cancer 
of the ovaries were not good. At the end of four 
years all of the patients were dead. In cases in which 
the ovarian tissue was removed but metastases were 
left, the results were better. One-fourth of the 
patients were free from symptoms after four years 
and 21.4 per cent after five years. One patient was 
alive ten years after the operation. 

Of sixteen patients with cancer of the vagina, one 
was free from symptoms for three years and another 
for four years, while two were chemically cured for 
more than five years. 

In six cases of cancer of the urethra favorable 
results were obtained only when the urine was divert- 
ed by cystotomy and seeds of radium were implanted 
in the growth. 

Cancer of the vulva is difficult to treat radio- 
logically because of the presence of infection and 
sloughing, the lack of susceptibility of the involved 
tissues to the radium, and the extreme sensitivity of 
the surrounding tissues. Of thirty patients treated 


by a modified technique, twenty-one were benefited 
for a short time only or were unaffected, three were 
substantially benefited for a period of three years, 
and six were entirely relieved of their symptoms. 
One patient has been free from symptoms for seven 
years. When the lesion was first treated by electro- 
coagulation and the radium then applied in weaker 
strength the results were even better. The regional 
glands have been treated with the X-ray. 

The dosage and technique of the treatment are 
described in detail. The combined treatment with 
the X-ray and radium has been abandoned. 

CoLeE reports the results of the treatment of 103 
cases of inoperable carcinoma of the uterus with 
radium. In the marked relief of the major symp- 
toms the results were similar to those obtained by 
others. The average length of life of the patients 
who died after radium treatment was little longer 
than might be expected in untreated cases. Seven- 
teen patients are clinically free from a growth after 
varying periods. The number of cases that were not 
benefited at all was very large. 

DoNALDSON states that radium has proved of 
great value as a palliative agent in cancer. It causes 
the cessation of the haemorrhage, either temporarily 
or permanently, in 85 per cent of the cases, the dis- 
appearance of the growth locally in 70 per cent, and 
the disappearance of the malignant ulceration, either 
temporarily or permanently, in 63 per cent. Its 
value as a curative agent cannot be definitely judged 
as yet since the standard of cure must be at least five 
years without a relapse. 

Of sixty-four patients with inoperable carcinoma 
of the cervix who were treated with radium for more 
than one year, twelve are living and of those who 
died, fourteen survived for more than one year. 

ForspIKE gives the contra-indications to the use 
of radium as old pelvic peritonitis, a virulently in- 
fected growth, cachexia, fistula, and involvement 
of the bladder and ureters. He reports the results 
of treatment of 196 cases of cancer of the cervix, 100 
of which were inoperable. The results were similar to 
those reported by others. Harry W. Fink, M. D. 
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PREGNANCY AND ITS COMPLICATIONS 


Williams, J. T.: Pyelographic Findings in Pyelitis 
Complicating Pregnancy. Am. J. Obst. & Gynec., 
1925, X, 705. 

The X-ray findings in eight of eleven cases of 

'pyelitis complicating pregnancy suggested kidney 
damage too great to have been produced during the 
period of the pregnancy as the uterine enlargement 
was not sufficient to cause compression of the ureter. 

In five cases a history of symptoms referable to the 

kidney was obtained. In the remaining three, the 

pyelographic findings and the duration of the preg- 
nancy left no doubt as to previous trouble. 

Three cases showed only slight dilatation of the 
kidney pelvis. This might well have been due to 
ureteral compression in the existing pregnancy, but 
one of the patients gave a history of pyelitis during 
a previous pregnancy. 

In eight patients only the right kidney was in- 
volved, and in one only the left kidney. In two 
cases there was bilateral involvement. 

The facts brought out by this study indicate that 
pyelitis during pregnancy is not always due directly 
to the pregnancy but in many cases is a chronic 
condition which is brought to acute activity by the 
pregnancy and must be given further consideration 
after the pregnancy has terminated. The mechanism 
of the attacks of pyelitis during pregnancy appears 
to be as follows: prolapse of the kidney with dilata- 
tion of the renal pelvis, with or without kinking of 
the ureter; additional strain upon the excretory 
apparatus as the pregnancy advances; compression 
of the ureter by the head of the fetus; urinary 
stasis; infection with the bacillus coli; recovery from 
the acute symptoms after drainage by ureteral 
catheterization or after the termination of the 
pregnancy; persistence of the original conditions 
which predisposed to the acute attack and favor 
further trouble. E. L. Cornett, M.D. 


Kynoch, J. A.: Abdominal Pregnancy Secondary 
to Tubal Gestation at Term, with Notes of a 
Case. Edinburgh M. J., 1925, xxxii, Tr. Edinb. 
Obst. Soc., 159. 


The author reports a case of full-term abdominal 
pregnancy in which the ovum was probably im- 
planted primarily in the right fallopian tube but 
passed into the abdominal cavity with unruptured 
membranes as the result of gradual erosion or giving 
way of the tubal wall. The conditions found at 
operation did not allow the assumption of an intralig- 
amentary development. Spurious labor may have 
occurred one month before the confinement was ex- 
pected as at that time fetal movements ceased and 
there was abdominal pain with slight hemorrhage 


from the uterus. Infection of the sac occurred sub- 
sequently. 

The fetus was well preserved, there being only a 
slight desquamation on its back. At no period during 
the entire course of the pregnancy was there any 
acute pain or sudden illness except a fainting attack 
which occurred when the patient was on the way to 
the maternity hospital. 

The treatment in this case was comparatively 
simple, the separation of the thrombosed placenta 
being effected with ease and followed by only 
slight haemorrhage. 

In advanced ectopic pregnancy the management 
of the placenta depends upon whether the child is 
alive or dead. According to Winckel, about 50 per 
cent of ectopic fetuses are malformed, and of those 
born alive, about half die within the first month. 

Those who consider the fetus of secondary im- 
portance recommend delaying operation until some 
time after its death so as to permit separation of the 
placenta with minimal hemorrhage. Several cases 
have been reported in which a normal pregnancy 
followed an operation for advanced tubal pregnancy. 
On the other hand, if the fetus is alive, operation 
may be postponed until it reaches maturity pro- 
vided the mother is placed under such conditions 
that immediate operation may be performed if it 
becomes necessary. 

Most desirable, is some method of separating the 
living placenta whereby the life of both the mother 
and the child may be saved. When the living 
placenta is attached chiefly to the uterus and broad 
ligament, the ovarian and uterine arteries can be 
ligated and a hysterectomy performed if necessary. 
When the attachment is chiefly to the bowel or 
mesentery, ligation of the vessels being very difficult, 
it is probably safer to rely on thorough plugging 
with thick bismuth and the application of a large 
pad over the abdomen by means of a tight abdom- 
inal binder to cause the discharge of the placenta 
in fragments. Rotanp S. Cron, M.D. 


LABOR AND ITS COMPLICATIONS 


Bettmann, E.: A Case of Spontaneous Circular 
Separation of the Portio Vaginalis After the 
Introduction of a Tarnier Bag (Ueber einen Fall 
von spontaner zirkulaerer Abstossung der Portio 
vaginalis sub partu nach Einlegen einer Tarnierschen 
Blase). Zentralbl. f.Gynack., 1925, xlix, 1771. 


In Bettmann’s opinion, circular tearing off of the 
portio vaginalis is due to: (1) primary or secondary 
rigidity; (2) mechanical pressure injuries; and (3) 
inflammatory changes. Predisposing factors are 
premature rupture of the fetal membranes, very 
strong labor pains, and disproportion between the 
pelvis and the presenting part. 
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The case reported in this article was that of a 24- 
year-old primipara with a normal pelvis. After pre- 
mature rupture of the bag of waters a Tarnier bag 
filled with 80 c. cm. of salt solution was introduced 
into the rigid os uteri which permitted the entrance 
of the finger tip. When it was expelled after about 
eleven hours it carried with it a ring-shaped ragged 
piece of tissue, the entire circumference of the 
separated portio vaginalis. There was no bleeding. 
Fifteen minutes later a live premature infant in 
breech presentation was delivered. 

The puerperium was normal. Microscopic exam- 
ination of the tissue showed marked oedema, an 
irregular round-cell infiltration, lack of elastic fibers, 
and excessive development of connective tissue. 
The circular separation in this instance was due to 
primary rigidity and probably favored by the 
round-cell infiltration. 

In all of the cases previously reported the accident 
described was associated with vertex presentation. 

WILLE (G). 


Hendry, J.: The Mobility of the Uterus as a Factor 
in the Care of the Third Stage of Labor and 
in the Control of Postpartum Hemorrhage. 
Edinburgh M.J., 1925, xxxii, Tr. Edinb. Obst. Soc., 
153- 

Because of the great mobility of the uterus after 
the second stage of labor, the obstetrician, standing 
at the left of the patient, can push it out of the pelvis 
with the palm of the right or lower hand directed 
toward the position of the sacral promontory. By 
pressure of the thumb on the near side and of the 
fingers on the far side close into the sides of the lower 
portion of the uterus, practically direct pressure can 
be exerted upon the main uterine vessels at their 
entrance to the organ. The pressure with the right 
hand can be further supplemented by placing the 
left or upper hand above and behind the body of the 
uterus and bringing it forward and downward. By 
this means it is possible to control the entire bulk 
of the uterus between the two hands placed on the 
surface of the abdomen. 

It is a common practice to carry out at least most 
of the repair of a torn perineum while the patient is 
still under the influence of the anesthetic used at the 
end of the second stage of labor, when the placenta 
is still undelivered. During this stage bleeding from 
the vagina may be very troublesome, but if the 
uterus is pressed upward and backward so that it 
lies in the high position, the amount of bleeding will 
be reduced to the minimum. 

At the end of the third stage of labor, when the 
placental mass has escaped from the vagina, various 
procedures have been used to prevent tearing and 
retention of the membranes. If, when the placenta 
is just escaping from the vulva, its weight is support- 
ed, the membranes may be stripped very satisfac- 
torily by pushing the uterus gently upward and 
backward. 

When forcible expulsion of the placenta becomes 
necessary, students are warned regarding the danger 


of producing complete inversion of the uterus. If 
the uterus is maintained with the right or lower 
hand at the level of the pelvic brim, the left or 
upper hand, if strong enough, can express the pla- 
centa effectively without risk of inversion. 

Perhaps the most valuable use of this position of 
the uterus is in postpartum hemorrhage. It is 
usually easy to get the uterus out of the pelvis by 
pressing the finger tips downward and inward be- 
hind the symphysis pubis. It is practically as easy 
in the case of a patient who has not been anas- 
thetized as in the case of one who is under anas- 
thesia. It is especially easy to press the uterus up 
when it contains a considerable amount of blood 
clot. When the uterus is controlled between the 
hands, postpartum hemorrhage can be very effect- 
ively stopped, and as the position of the hands does 
not impose very much strain upon them, the pres- 
sure can be maintained easily for a long period. 

Roanp S. Cron, M.D. 


NEWBORN 


Richardson, C. H., Jr.: Intracranial Injuries in the 
Newborn. J. Med. Ass. Georgia, 1925, xiv, 484. 


The author urges greater care in the use of forceps 
in delivery and closer observation of the infant for 
the first few days after birth. He states that 50 per 
cent of infants dying intrapartum or during the first 
few days after birth succumb to intracranial hamor- 
rhage produced by injury of the tentorium cerebelli 
and rupture of the venous channels that lie in and 
adjacent to it. Such injuries may occur even in easy 
labors, but are most common in cases of breech 
presentation and premature labor. 

When lateral compression is excessive or pro- 
longed the tentorium is subjected to excessive strain. 
The delicate blood sinuses of the fetal cranium are 
endangered also by precipitate labor and the in- 
judicious use of the forceps. Precipitate labor does 
not allow sufficient time for molding and forces the 
fetal head through an undilated cervix or over 
an unyielding perineum. The injudicious use of 
pituitrin may therefore cause intracranial hamor- 
rhage. In high forceps cases the immediate infant 
mortality is between 43 and 50 per cent. 

In breech presentation, violent efforts at delivery 
greatly increase the danger. The present 15 per 
cent infant mortality in cases of breech presentation 
would be materially reduced if external version were 
done more frequently before labor begins. 

The immediate, predisposing, and contributing 
causes of intracranial haemorrhage are believed to 
be trauma, asphyxia, congestion, prematurity, and 
blood disease. Intracranial haemorrhage produces a 
bulging and tenseness of the anterior fontanel and, 
if progressive, is followed by convulsions, paralysis, 
coma, and death. 

Marked asphyxia may denote intracephalic in- 
jury, and violent efforts-at resuscitation only aggra- 
vate the condition. If the patient reacts and sur- 
vives, cerebral irritation is manifested by restless- 
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ness, incessant crying, pallor, and refusal to nurse 
due to the absence of the normal sucking reflex. 
Examination of the eyegrounds reveals retinal 
hemorrhage and inequality of the pupils. The 
blood examination may show delay of coagulation. 

In mild cases, the signs are occasional muscular 
twitchings, poor nursing, slight drowsiness, a weak 
cry, a poor color, a cyanotic tinge, slight palsies, and 
failure to use certain groups of muscles. If clot 
absorption does not occur, the child is backward, 
feeble minded, and epileptic. 

The presence of blood in the spinal fluid following 
lumbar puncture is a diagnostic aid. Marked im- 
provement often follows the repeated withdrawal of 
from 5 to 20 c. cm. of bloody spinal fluid at intervals 
of from twelve to twenty-four hours, depending 
upon the extent of the intracranial extravasation 
and repeated until there are no signs of cerebral 
compression. This treatment gives immediate and 
often permanent relief. If the coagulation of the 
blood is delayed, an intramuscular injection of whole 
blood may be given into the buttocks or the longi- 
tudinal sinus. 

The infant should be kept in a quiet, darkened 
room and should be fed with a medicine dropper or 
through a nasal tube if necessary. Bromides are in- 
dicated for convulsions or twitchings. 

Macnus P, Urnes, M.D. 


Sharpe, W., and Maclaire, A. S.: Further Observa- 
tions of Intracranial Hemorrhage in the 
Newborn. Surg., Gynec. & Obst., 1925, xli, 583. 

Little, in 1843, and Mac Nutt in 1885, reported that 
in 75 per cent of the chronic cases of cerebral spastic 
paralysis associated with mental retardation the 


condition was due to intracranial hemorrhage at the 
time of birth. Until recently, however, the sig- 
nificance of their postmortem studies was prac- 
tically overlooked in the literature, it being generally 
believed that intracranial hemorrhage in the new- 
born causes death within the first two weeks after 
birth or is followed by complete recovery. 

The authors suggest that certain clinical signs 
in the newborn, such as drowsiness, difficulty in 
nursing, and muscular twitchings, may be due to 
small intracranial hemorrhages which are not 
diagnosed. In order to determine the frequency of 
intracranial hemorrhage, they performed lumbar 
puncture upon a series of consecutive newborn 
babies at the City Hospital, Welfare Island, New 
York City. This report is based upon the fifth 100 
infants studied. The lumbar puncture was done 
from twenty-four to forty-eight hours after birth. 
Of these 100 cases blood or blood-tinged fluid was 
obtained in six. In nine, a dry tap occurred. In 
nineteen no puncture was done. The babies repre- 
sented the usual ward obstetrics and all types of 
labor. The six infants with positive findings were 
born of easy labors. In the cases of four which were 
extracted by the breech and eight which were de- 
livered with low forceps there was no evidence of 
blood in the spinal fluid. It therefore may be 
assumed that intracranial hemorrhage is fairly 
common following normal spontaneous labor. 

The authors believe that a combination of 
measures to increase the coagulability of the blood, 
repeated spinal puncture, and in certain cases, sub- 
temporal decompression will give better results in 
the treatment of these cases. 

Harvey B. Matruews, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Smith, G. G., and Shoemaker, A. B.: The End- 
Result of Hypernephroma. J. Urol., 1925, xiv, 
389. 


The authors review the end-results in sixty-two 
cases of hypernephroma which were seen in the 
Massachusetts General Hospital in the period from 
1900 to 1923. In fifty-two cases the diagnosis was 
verified by the pathologist. The ages of the patients 
ranged from 50 to 60 years. Forty-three of them 
were males. 

Contrary to early belief, pain was the most com- 
mon symptom, being present in thirty-two cases. 
Hematuria, which was emphasized in the past as 
one of the most common signs of the condition, was 
found in only twenty-seven cases. A palpable tumor 
mass was present in forty-eight cases. 

Hypernephroma should be considered in all cases 
of enlargement of the kidney whether it is associated 
with hematuria or not. Early diagnosis is necessary 
for a successful outcome. 

The pyelogram shows a typical encroachment with 
distortion and flattening of the pelvic outline. Be- 
fore treatment is instituted, an examination should 
be made to determine whether metastasis has oc- 
curred. When metastases are multiple, the case is 
inoperable. When the tumor is single and easily 
accessible, early amputation should be done or high- 
voltage X-ray treatment given. Metastases occur 
most commonly in the long bones. The operative 
risk is moderately high, but operation often pro- 
longs life. Cases not operated upon are usually 
soon fatal. Harry W. PLaccemeyer, M.D. 


Ockerblad, N. F.: Further Studies in the Applica- 
tion of the Creatinin Kidney Function Test. 
J. Urol., 1925, xiv, 477. 


Ockerblad has used the creatinin test of kidney 
function in over 1,000 consecutive cases and regards 
it as the best test yet devised. An intravenous in- 
jection of 250 mgm. of creatinin is followed by a 
marked increase in the output of creatinin in the 
urine in less than a minute whereas phenolsulphone- 
phthalein appears in about three minutes. 

A number of cases are cited in which this test was 
compared with the phenoisulphonephthalein test. 
In prostatism it was found that the normal curve is 
the same as that obtained in a younger person except 
that the excretion is greatly delayed, the maximum 
output, which is normally three times the fasting 
value, occurring after from five minutes to an hour. 
In several cases cited by the author the creatinin 
test gave a much better indication as to the function 
of the kidneys than either the phenolsulphonephtha- 
lein test or the blood-urea value. 


Ockerblad concludes that as creatinin is an end- 
product in the body chemistry which requires no 
further reduction, is not stored in the tissues, and is 
completely excreted by the kidney, it is an ideal 
substance for use in determining kidney function. 

Aton Ocusner, M.D. 


Eisendrath, D. N., Phifer, F. M., and Culver, H. B.: 
Horseshoe Kidney. Ann. Surg., 1925, lxxxii, 735. 


The authors believe that the term “fused kidney” 
should be discarded. As substitutes they suggest 
the following terms: 

1. Crossed ectopia. To be used for cases in 
which both kidneys are on the same side of the body. 

2. Double kidney. To be used for cases in which 
there is a reduplication, either complete or incom- 
plete, of the ureter and a corresponding reduplica- 
tion of the renal pelvis on one or both sides of the 
body. The parenchyma around the respective pelves 
of each half of the kidney may fuse, or the two halves 
may be more or less separated. 

3. Horseshoe kidney. To be used for cases in 
which the two kidneys are connected across the spine 
by an isthmus consisting of fibrous tissue or paren- 
chyma. 

4. Cake or L kidney. These are simply sub- 
varieties of the horseshoe kidney. The term “cake 
kidney ” is applicable to cases in which the isthmus 
extending across the spine is so wide that it connects 
the two kidneys along their entire mesial borders, 
while the term “‘L kidney” is applicable to those in 
which one-half of the horseshoe kidney is elongated 
so that only the other half is united to its lowermost 
portion. 

The two halves of a horseshoe kidney may be 
symmetrical or asymmetrical. As a rule, the halves 
are situated at an equal distance from the spine but 
in the roentgenographic study of suspected cases it 
is well to remember that one or both halves may be 
as far away from the spine as the normal kidney and 
that, on the other hand, one-half may be quite close 
to the spine and the other at a disance from it. It is 
not uncommon to find a hypoplasia of one-half and 
a compensatory increase in the size of the other half. 
As a rule the lower poles converge as in the embryo 
(Broman); hence the renal shadows and pyelograms 
are often directed obliquely inward. The upper 
poles in some cases are very far apart and the angle 
formed by the halves with the spine is wider than 
when the upper poles are a normal distance apart. 
In about 90 per cent of the cases the isthmus joins 
the lower poles. 

In the majority of cases there is a single pelvis on 
each side, but reduplication of the ureters and pelves 
on one or both sides is not rare. The pelvis is usu- 
ally on the anterior (ventral) aspect of the kidney 
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at the level of the normal hilus and resembles that 
of the normal organ in being a single cavity with its 
calyces located either partly external to the hilus or 
not extending beyond it; i. e., intrarenal. In horse- 
shoe kidney a true pelvis of this kind is often absent, 
the calyces being all extrarenal and ending inde- 
pendently in the ureter. As a rule the ureters pass 
across the front of the isthmus, this accounting for 
the frequency of calculi, hydronephrosis, etc. The 
location of horseshoe kidney is usually just above 
the aortic bifurcation, but it may be anywhere from 
the normal level to the true pelvis. 

It is important from the operative standpoint to 
remember that multiple arteries and veins for each 
half, and often for the isthmus as well, are found in 
80 per cent of the cases. 

The factors favoring pathological conditions in a 
horseshoe kidney are: 

1. The crossing of the isthmus by the ureter. 
This is perhaps the most important, because of the 
sharp bend which must be made by the ureter 
across the more or less thick and hard isthmus. In- 
fections of the kidney involving the ureter second- 
arily are more apt to cause obstruction through 
fixation and kinking than in the case of the normal 
ureter. 

2. Abnormal location of the pelvis on the ventral 
aspect of the kidney, insertion of the ureter at a 
higher point than the bottom of the pelvis, and 
absence of a pelvis proper, all of which favor stag- 
nation of urine and subsequent infection. 

3. Congenital stricture of the ureter. 

4. The presence of many accessory vessels and of 
ureteral obstruction due to them. 

Aside from the syndrome first described by Rov- 
sing, there are no symptoms pathognomonic of the 
anomaly. In the cases reported by Rovsing and 
those reported subsequently by others, the abdom- 
inal pain was attributed to pressure of the isthmus 
on the large vessels behind it (aorta and vena cava). 
The complete relief of the symptoms after division 
of the isthmus (symphysiotomy) lends support to 
this compression theory. In such cases the pain is 
referred to both lumbar regions and’ is vaguely 
localized in different parts of the abdomen. The 
most characteristic feature is an increase in the pain 
when the subject leans forward or exerts himself 
and its complete disappearance when he assumes 
the recumbent position. 

In operating upon horseshoe kidneys the approach 
should be by the extraperitoneal route through the 
same incision (lumbar) as that made for the normally 
placed and formed kidney. It is necessary, however, 
to extend the incision much nearer the outer border 
of the corresponding rectus muscle because access 
to the pelvis must be from the ventral rather than 
the dorsal aspect as in the ordinary (posterior) 
pyelotomy. There is usually no difficulty in displac- 
ing the peritoneum while the patient is in the lateral 
position and then changing him to the supine posi- 
tion while the pelvis and isthmus are being exposed. 
The authors have found that this change of position 


after division of the various layers of the abdominal 
wall and strong retraction of the peritoneum enabled 
them to work under guidance of the eye in both 
cases. For heminephrectomy a similar good ex- 
posure is essential because of the many accessory 
vessels (both arteries and veins) which enter the 
hilus, poles, and isthmus in a very irregular manner. 
The isthmus can be clamped as it is divided and the 
denuded areas closed by mattress sutures of chromic 
gut re-inforced at loop and knot by fat pads. 
C. R. O’Crow ey, M.D. 


Hinman, F., and Hepler, A. B.: Experimental 
Hydronephrosis: The Effect of Changes in 
Blood Pressure and in Blood Flow on Its Rate 
of Development. II. Partial Obstruction of 
the Renal Artery: Diminished Blood Flow; 
Diminished Intrarenal Pressure and Oliguria. 
Arch. Surg., 1925, xi, 649. 

This article gives the results noted in a second 
series of experiments by the authors. In a previous 
publication they reported the results of unilateral 
splanchnotomy which produces an increase in the 
blood flow and intrarenal blood pressure. The rate 
of urinary secretion resulting from this procedure 
with complete ureteral obstruction influences the 
rate of development of hydronephrosis very little, if 
at all. In studies reported in this article the authors 
employed partial compression of the renal artery 
which diminishes the blood flow and intrarenal blood 
pressure and thereby reduces the amount of urine 
secreted. These and the previous studies of the 
effect of splanchnotomy indicate that undue im- 
portance has been given to urinary back-pressure as 
a factor determining the degree of hydronephrosis 
developing after ureteral obstruction. Other experi- 
menters have shown that partial compression of 
the renal artery produces a diminution in urinary 
secretion due to cellular anemia and a decrease in 
the blood flow and blood pressure. 

The authors’ experiments were performed upon 
dogs. Through a loin incision the kidney was ex- 
posed, the ureter was divided between ligatures, 
and the renal artery was isolated and then com- 
pressed by a special technique. The dogs were 
killed seven, fourteen, twenty-one, twenty-eight, 


and fifty-six days after the operation. In each 


instance the kidney was found enlarged, and in the 
later periods the enlargement was marked. The 
venous collaterals were greatly dilated. The rate of 
hydronephrotic atrophy and dilatation was con- 
stant and progressive throughout the series. 

On histological examination of the kidney few 
atrophic glomeruli were found, fibrosis and con- 
nective tissue substitution predominating. 

The conclusions drawn from these experiments are 
that back-pressure and pressure atrophy are of less 
importance than a nutritional factor. The more 
rapid parenchymal degeneration that results from 
arterial compression weakens the resistance and 
accelerates dilatation in spite of diminution and 
back-pressure. Maurice MELTzeEr, M.D. 
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Sosman, M. C.: Renal Roentgenography During 
Operation. Surg., Gynec. & Obst., 1925, xli, 682. 

In a series of twenty-five cases of renal calculi, 
roentgenography of the kidney after its exposure at 
the operating table was found to be of great value. 
The author discusses its advantages over fluoroscopy 
under the same conditions. The procedure is as 
follows: 

Before the operation is begun the portable X-ray 
machine is placed in the operating room and tested, 
and a small rubber bag is sterilized and placed on the 
instrument table. Films 4 by 5 in. in size are kept on 
hand. One of these is dropped into the bag and the 
open end of the bag is folded over. This film is then 
placed under the kidney, which is lifted or held by 
gauze strips or tapes, the machine is wheeled into 
place, and an exposure of from two to five seconds is 
made, depending upon whether the kidney is free or 
buried. It is well to overexpose the film so that it 
will develop quickly. The film is developed imme- 
diately, fixed, and returned to the operating room or, 
if the kidney is entirely free from stones, a report is 
sent to the surgeon. The entire procedure requires 
only ten minutes. 

C. RutHerrorp O’Crow Ley, M.D. 


Eisendrath, D. N.: Ureteral Strictures, Kinks, and 
——— Inserts. Surg., Gynec. & Obst., 1925, 
xX, 557- 


The use of special bougies supplemented by 
ureteropyelography has taught that ureteral stric- 
tures, kinks, and abnormal insertions into the renal 
pelvis are easily demonstrable and must be taken 
into consideration in the interpretation of abdominal 
pain and symptoms referable to the urinary tract. 

In the examination to determine the presence of a 
stricture the normal variations in the caliber of the 
ureter must be borne in mind. 

In ureterophyelography the amount of fluid and 
pressure used are of little importance in widening 
the shadow of the ureter, but when inflammatory 
changes are present in the ureteral wall, and espe- 
cially when they have been present for a long time, 
a wider shadow is the rule. When a stricture is 
suspected the possible presence of such an inflam- 
matory dilatation must be considered in the inter- 
pretation of a relatively wide shadow. 

The author believes that ureteral strictures may 
be congenital and that they occur at the levels 
where the ureter is normally narrower. 

The so-called ‘‘hang” test is not entirely reliable. 
If the wax bulb is watched through an operating 
cystoscope, it will be seen that the “Shang” is ob- 
tained at the vesical outlet, a point where the ure- 
ter is normally very narrow. Moreover, the angle 
formed by the juxtavesical and intraparietal por- 
tions of the ureter may lead to error in diagnosis 
— it is borne in mind in the withdrawal of the 

u 

The most accurate method of determining 
the caliber of the ureter at different levels is the use 
of solid bougies of different sizes. To prevent decep- 


tion by bulb bougies, the use of ureteral bougies and 
ureteropyelography is necessary. 

Before the exposure, the renal pelvis should be 
filled and after the first exposure a little more of the 
opaque medium should be injected until the catheter 
has been completely withdrawn. A second film 
should then be made. A third and fourth film taken 
at intervals of fifteen and thirty minutes after the 
first film will often reveal retention of the opaque 
medium. In the interpretation of ureteropyelo- 
grams care is necessary in order that an inflamma- 
tory dilatation may not be mistaken for a mechanical 
dilatation proximal to a stricture and a localized 
spasm may not be interpreted as a constriction. It 
is necessary also to bear in mind the marked varia- 
tions in the ureteropyelograms of normal persons. 

Kinks may often be found upon inspection of a 
normal ureteropyelogram. Redundancy of the ure- 
ter will account for many reduplications seen in 
otherwise normal cases. A kink may play a part in 
the causation of abdominal pain, recurrent colics, 
and persistent pyelitis. Its importance in the pro- 
duction of the symptoms must be judged by con- 
sidering it in conjunction with other urological 
findings and the clinical history. A kink can be 
produced artificially by making only one exposure 
while the tip of the catheter is still at a relatively 
high level. 

Normally, the ureter arises from the most depend- 
ent portion of the renal pelvis, but in faulty develop- 
ment it may join the pelvis at a higher point. Before 
entering the kidney it may pass in front of, or be- 
hind, the lowermost point of the renal pelvis. The 
recognition of anomalies is of great importance. 

Louts Neuwe M.D. 


Rathbun, N. P.: The Incidence of Ureteral Stric- 
ture. J. Urol., 1925, xiv, 403. 


Ureteral stricture is very common but may not 
be diagnosed because it is not looked for. It may 
be overlooked if a No. 6 catheter passes up to the 
kidney, or if a ureterogram showing the lower third 
of the ureter is not made. 

In the examination of the author’s cases a 15 per 
cent solution of sodium iodide is injected slowly and 
when the patient complains of discomfort an X-ray 
plate is exposed. The catheter is then withdrawn 
slowly with the simultaneous injection of more of the 
iodide solution, and as soon as it is completely with- 
drawn another plate is exposed. Other abnor- 
malities, such as a double renal pelvis and a bifid 
ureter, may also be demonstrated by this tech- 
nique. 

Of 739 cases routinely examined in the clinic in 
1924, a diagnosis of ureteral stricture was made 
from the X-ray picture alone in ninety-two. Forty- 
eight of the patients with stricture were males. In 
seven cases tuberculosis was found. In twelve of 
the cases of ureteral stricture a stone was discovered 
in the renal pelvis and in five in the ureter. In 
thirty-four cases the urine contained no pus and was 
sterile. 
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All of the cases of ureteral stricture showed a dila- 
tation above the stricture. In the majority, this 
involved the renal pelvis, and in many was com- 
plicated by infection. In stricture of the ureter rou- 
tine examination alone often gives great relief. 

Harry W. Praccemeyer, M.D. 


McArthur, L. L.: A New and Simple Repair of 
Ruptured or Strictured Ureters. Surg., Gynec. & 
Obst., 1925, xli, 719. 


McArthur reports the successful repair of a trau- 
matically severed ureter. He describes his tech- 
nique as follows: 

When a portion of a ureter is lost, a longi- 
tudinal slit is made in the side of the proximal por- 
tion sufficiently long to admit two catheters. One 
of these, a rubber urethral catheter, is inserted up- 
ward to the renal pelvis, and the other, a ureteral 
catheter of good size, is inserted downward so that 
it passes out of the proximal end and bridges the gap 
to the proximal end of the distal remaining portion 
of the ureter. Both ends of the ureter are then 
approximated as closely as feasible by absorbable 
sutures. The catheters are brought to the surface 
opposite the longitudinal slit in the proximal por- 
tion of the ureter and permanently secured to the 
skin by stitches or other devices. 

All of the urine from the kidney is thus diverted 
from the field of operation during the time of epi- 
thelization. The body tissues heal together around 
the catheter, bridging the gap between the renal 
and vesical end, and the catheter simply remains 
in situ until, in the judgment of the operator, an 
epithelial lining has had time to grow between the 
ends. The length of time required has not been 
determined definitely, but the occurrence of epi- 
thelization has been amply demonstrated by the 
various reconstruction methods that have proved 
successful. Joun G. Cueetuam, M.D. 


Peacock, A. H.: Impacted Calculi of the Ureter: 
Treatment and Results in Sixi, Cases. J. Am. 
M. Ass., 1925, \xxxv, 1943. 


The mechanical obstruction of the ureter caused 
by an impacted stone produces first a pyelitis and 
then an inflammation of the ureteral wall ending in 
stricture formation which makes the impaction more 
or less complete. The bacteria which play a réle in 
the formation of renal calculi are the bacillus coli 
and staphylococci. Staphylococci were found in 
47-5 per cent of the sixty cases reviewed by the 
author. In 73 per cent the urine contained pus, and 
in 94 per cent red cells were found on microscopic 
examination. The calculi ranged in size from 3 to 
30 mm.; the average size was 8.7 mm. 

Calculi may be impacted in any portion of the 
ureter, but the part in which they are found most 
commonly is the lowest third. In the cases reviewed 
the stone was in the lowest third in 76 per cent and in 
the upper third in 19 per cent. The average length of 
time the stone had been present when the patient 
was first seen was nine years. In 19 per cent of the 


cases there was total obstruction and no kidney 
function. In 20 per cent, renal function was normal. 
In 63 per cent the excretion of dye was delayed. 
The X-ray showed positive shadows in 72 per cent 
of the cases. Eighty per cent of the patients were 
males. The complaint which brings the patient for 
examination is pain. 

The aim of treatment should be to relieve the im- 
paction in the ureter with as little trauma and 
shock as possible. In 50 per cent of the cases re- 
viewed the calculus was passed into the bladder by 
dilatation of the lower part of the ureter through the 
cystoscope and the injection of oil. Calculi in any 
part of the ureter that were too large to descend 
were removed surgically. The author opened the 
ureter directly above the site of the impaction. He 
sutures only the outer coat of the ureter. Before the 
operation, the exact position of the impaction was 
ascertained by combined cystoscopy and X-ray 
examination. Maurice Me tzer, M.D. 


BLADDER, URETHRA, AND PENIS 


Hager, B. H., and Magath, T. B.: The Etiology 
of Incrusted Cystitis with Alkaline Urine. 
J. Am. M. Ass., 1925, 1xxxv, 1352. 


From their study and experiments, Hager and 
Magath conclude that the inorganic salts which are 
deposited in the mucous membrane in cases of in- 
crusted cystitis with alkaline urine are due to a 
secondary invader, a gram-negative bacillus, which 
in its growth liberates an enzyme, a urease capable of 
converting urea into ammonia and thereby render- 
ing the urine alkaline. The resulting alkalinity pre- 
cipitates the calcium, magnesium, and ammonium 
salts. The authors believe that the process may be 
superimposed on any type of bladder lesion. The 
initial lesion may be produced by some process 
which has not been investigated, but probably is 
often formed from a focus of infection, as Rosenow, 
Meisser, and Bumpus have demonstrated. Perez’ 
bacillus, which is credited with producing crusts and 
a foul odor in the nose, also has the ability to con- 
vert urea into ammonia. 

Since encrusted cystitis is far more common in 
women than in men, and since the organisms of the 
salmonella group are common inhabitants of the 
intestinal tract, Hager and Magath believe it not 
unlikely that the source of salmonella ammoniz is 
the gastro-intestinal tract and that the disease is 
caused by the implantation of this organism on a 
bladder lesion. This conclusion appears justified 
also by the fact that, in the cases of women, the 
history often dates from childbirth or catheteriza- 
tion. The authors were successful in isolating the 
organism once from a culture of a stool. 


Swan, R. H. J.: Some Reflections upon Villus- 
Covered Tumors of the Urinary Bladder. Proc. 
Roy. Soc. Med., Lond., 1925, xix, Sect. Urol., 1. 


Swan discusses villus-covered growths arising 
from the epithelia of the bladder, not including 
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epithelioma, adenocarcinoma, myxoma, fibroma, 
and sarcoma. He says that in every case of hema- 
turia a cystoscopic examination should be made 
first. He suggests that papillomata may be a spe- 
cialized form of epithelial tumor possessing a malig- 
nant character from their beginning. It is impos- 
sible to tell in all cases whether a villous growth is 
benign or malignant. Swan classifies such neoplasms 
as “epithelial vesical tumors.” 

A decrease in the intervals of freedom from 
hematuria suggests malignancy. The age of the 
patient is of little importance. Long, slender, 
waving, translucent villous processes are nearly 
always benign. The stunted, compact, and fleshy 
processes are malignant. Areas of necrosis suggest 
carcinoma. Carcinoma is suggested also when the 
mucous membrane surrounding the base is thickened, 
oedematous, and folded, carcinoma. The sessile 
plaques are benign but suspicious. Multiple growths 
are more often benign than malignant. Small, round, 
solid nodular growths in the bladder are carcinoma- 
tous. If infiltration can be felt through the vagina 
or rectum, the growth has reached such an extent 
that attempts at radical removal are contra-indicat- 
ed. Examination of pieces removed through the 
cystoscope is useless. 

The present-day treatment of bladder tumors is 
diathermy or open operation. The author reserves 
diathermy for benign cases. In malignant cases he 
performs an open operation. Non-reaction to 
diathermy is strong positive evidence of malignancy. 
As sessile tumors are more frequently malignant 
than simple tumors, Swan prefers to remove them 
by open operation. After the removal of bladder 
tumors by open operation he always drains the 
bladder with a Pezzer tube. In cases in which the 
orifices of both ureters are involved, radical opera- 
tion is impossible because the ureters are already 
dilated and the kidneys injured. Swan therefore 
does not often approve of total cystectomy. He 
has seen few good resulis from deep radiation. 

Of forty-three patients operated upon by Swan, 
twenty-one of the thirty-seven who have been traced 
have remained well and sixteen have developed 
recurrences. In five cases in which the tumor was 
reported benign at operation the recurring tumor was 
a carcinoma. In four of these cases death occurred 
from metastatic carcinoma. In four cases operation 
was followed by recurrence in the suprapubic scar. 
In two cases resection.and diathermy had no effect 
in arresting further recurrence. One patient who 
died was operated upon eleven times. 

In thirty-seven of seventy-two cases of villous 
carcinoma operation was refused by the surgeon and 
in five was uncompleted. All forty-two of these 
patients died. Of thirty patients subjected to rad- 
ical removal of the growth, two died as the result of 
the operation and eleven remained free from recur- 
rence for from one to twelve years. In ten cases the 
growth recurred, eight of these patients are known 
to have died and one cannot be traced. 

BENJAMIN F. M.D, 


Kidd, F.: A Note on a Cystoscope of New Type 
Designed for the Application of Diathermy to 
Bladder Tumors. Lancet, 1925, ccix, 1282. 


As through the ordinary catheterizing cystoscope 
only a small electrode can be employed, at least 
three sittings are necessary for the destruction of a 
papilloma of ordinary dimensions. The author 
destroys the tumor at one sitting by making the 
cystoscope itself act as the diathermy electrode. 

The cystoscope described consists of an inner tube 
of metal which is connected at its proximal end to 
one pole of a powerful diathermy machine and 
terminates at its distal end in a large metal ball per- 
forated by a hole to permit the circulation of the 
irrigating fluid. This metal tube or electrode is in- 
sulated with “‘bakelite” except at its terminations, 
and is passed into the bladder armed with a metal 
obturator. 

After the introduction of the cystoscope and irri- 
gation of the bladder in the usual way, a straight 
cystoscope insulated by the bakelite is inserted 
through the lumen of the tube. When this is rotated 
toa suitable angle its rounded metal end can be seen 
projecting from the body of the instrument. ‘This 
large electrode is applied to the tumor under direct 
vision and the tumor is destroyed at one sitting just 
as it would be in an open operation. If the field be- 
comes clouded with détritus, the bladder is washed 
through the cystoscope without withdrawal of the 
sheath. It is advisable to employ a cold 1:4,000 
solution of oxycyanid of mercury and to irrigate the 
bladder frequently to prevent overheating of the 
fluid. Louis Neuwe tt, M.D. 
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Bumpus, H.C., Jr.: Radium and the Roentgen Ray 
in the Treatment of Sarcoma of the Prostate. 
J. Urol., 1925, xiv, 519. 


The author adds five cases of sarcoma of the 
prostate to those already reported, making a total 
of about seventy-five authentic cases. The charac- 
teristics of sarccma of the prostate are determined 
by the type of the sarcoma and the age of the 
patient. Myosarcomata are firm and elastic while 
fibrosarcomata are firm and resistant. The younger 
the patient the more rapid the growth of the tumor 
and therefore the less dense its consistency. Of 
1,000 carcinoma of the prostate studied at the Mayo 
Clinic, none occurred in men under 42 years of age. 
Any malignant tumor occurring under the age of 
40 years, therefore, should be considered sarcoma. 

Of the five sarcomata reported, two were proved 
microscopically to be lymphosarcomata. The first 
case, in which the growth was a myosarcoma, was 
treated by excision and irradiation with radium and 
the roentgen rays. The patient lived seven and a 
half years after the beginning of treatment. In 
the second case, that of a child of 3 years, a myxo- 
sarcoma was treated by surgery and one radium 
and roentgen-ray exposure. Death occurred in a 
few months. The third case was one of lympho- 
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sarcoma in a man aged 28 years. The treatment con- 
sisted in cystostomy and the direct application of 
radium. Death occurred five months later. The 
fourth case was one of lymphosarcoma in a man of 
64 years. The treatment was surgery and irradia- 
tion with radium and the roentgen rays. At the end 
of two years the patient was still alive and able to 
work. In the fifth case a fibrosarcoma in a man aged 
69 years was treated with radium, eight months 
after the onset. Death occurred following cystos- 
tomy three years later. 

The results are definitely better when both sur- 
gery and irradiation are used than when surgery 
alone is employed. 


Springer, H. A.: The Closed and Open Method in 
Suprapubic Prostatectomy: A Case Report. 
Ohio State M. J., 1925, xxi, 918. 


The author reports the case of a farmer 69 years 
old who stated that about four years previously he 
had been troubled by frequency of urination and a 
small urinary stream. When the patient was exam- 
ined by Springer his general condition was good and 
the prostate was soft and encapsulated. The residual 
urine was 6 oz. The phthalein output was 44 per 
cent. 

On the morning of the operation the bladder was 
distended with mercurochrome and catheterized just 
before it was opened. The prostate was removed 
suprapubically and the bleeding controlled by 
sutures. A small catheter was inserted in the urethra 
just to the entrance to the bladder. The bladder was 
closed with interrupted sutures, a drainage tube 
extending from 14% to 2 in. into the bladder was 
sutured into the upper angle of the incision, and a 
small drain was placed in the space of Retzius. A 
second row of continuous sutures was introduced to 
invert the first row, a pursestring was put around the 
drainage tube, and the wound was closed with silk- 
worm gut. 

The patient was then put to bed and closed drain- 
age was begun. The abdominal drain was connected 
to rubber tubing leading over the side of the bed toa 
drainage basin on the floor. A sterile irrigation bag 
with a Murphy drip attached and supported about 
3 ft. above the bed was filled with a 2 per cent boric 
acid solution and connected with the catheter in 
the urethra. The drip was then turned on with a 
steady stream, the stream passing out through the 
abdominal drain. When the bladder was clear the 
drip was closed down to a very slow drop. In this 
way the formation of clots in the bladder was pre- 
vented. Twice a day the drip was opened and the 
bladder irrigated. 

After forty-eight hours there was normal bladder 
tonicity with emptying of the bladder. On the 
tenth day the catheter and the abdominal drainage 
tube were removed. A suction-drainage and irriga- 
tion apparatus was then used for five days. When 
the wound was free from bacteria the drainage 
sinus was closed with two silkworm-gut sutures. 
These were removed after ten days by the patient’s 
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family physician. The report showed that at no 
time in the course of the convalescence was there 
any soiling with urine. 

On the basis of a number of cases treated by this 
method the author summarizes the advantages of 
the procedure as follows: 

1. Secondary infection from the external wound 
can be prevented. 

2. The abdominal wound heals by first intention. 

3. The infected bladder is freed from bacteria. 

4. Postoperative complications such as secondary 
hemorrhage and uremia are frequently prevented. 

5. Convalescence is materially shortened. 

6. The patient is comfortable throughout the 
treatment. 

7. The nursing problem is simplified and the ex- 
pense to the hospital is reduced to the minimum. 

D. Hotmes, M.D. 


Webb-Johnson, A. E.: Embryoma of the Testis. 
Brit. M. J., 1925, ii, 1048. 

The author’s patient was a 31-year-old man who 
complained of pain in the right lumbar region which 
was noticed only on movement. The morning after 
his admission to the hospital, when he was up and 
about, he suddenly fell down and appeared to be 
dying. In spite of every effort at resuscitation, he 
died within ten minutes. 

Autopsy revealed a thrombus of the pulmonary 
veins the size of a chestnut in the posterior medias- 
tinum, with the thoracic duct running through it. 

In discussing this case Webb-Johnson says that it 
is not at all uncommon for a patient with a tumor of 
the testis to seek advice first on account of secondary 
deposits in the loin or, when the metastases have 
traveled along the thoracic duct, in the posterior 
triangle of the neck, but the occurrence of death 
before any tumor is noticed is most unusual. The 
case reported shows that the size of the primary 
tumor is no indication of the extent of the malignant 
disease. It demonstrates also that the examination 
of the male abdomen should always include an 
examination of the contents of the scrotum. 

Louis Gross, M.D. 


Rolnick, H. C.: Infections Along the Sheath of the 
‘Was Deferens. J. Urol., 1925, xiv, 371. 


As proof that infections may be transmitted along 
the sheath of the vas deferens the author cites the 
following clinical observations: 

1. A funicular abscess was incised forty-eight 
hours after-its onset. The vas itself was normal, the 
infection being beyond its wall. The infection in this 
case came either from lymphatic extension or along 
the sheath of the vas. 

2. During an attempt to strip a dilated infected 
seminal vesicle, the vesicle was suddenly emptied but 
very little pus appeared in the urine. The develop- 
ment of an immediate painful swelling in the groin 
seemed to indicate that the vas had been ruptured. 
If the vesicle had regurgitated into the vas, an 
epididymitis would have resulted. 
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3. A patient with subacute posterior urethritis 
and vesiculitis developed suddenly what appeared 
to be orchitis on one side. The testicle and epididy- 
mis were normal, but the vas showed thickening and 
infiltration at the point of contact with the tunica 
vaginalis. This was doubtless an acute periorchitis 
resulting from the extension of the infection along 
the sheath of the vas. The infiltration of the vas at 
the point of contact with the tunica vaginalis ex- 
plains also some of the apparent instances of 
epididymitis involving the head and not the tail of 
the epididymis. 

4. A patient who had been cured of gonorrhoeal 
epididymitis developed a chill followed by infiltra- 
tion and swelling sbout the vas at the point of con- 
tact with the tunica. At this point an abscess devel- 
oped as the result of extension of the infection from 
within the vas or rupture of the vas at this point. As 
at no time during the course of the epididymitis was 
the vas involved grossly, and as the seminal vesicle 
was markedly involved by a perivesiculitis, it is very 
probable that the abscess was the result of the rapid 
extension of the perivesicular infection along the 
sheath of the vas. 

5. In the case of a patient who was subjected to 
vasotomy, swelling of the testicle on the same side 
occurred six weeks later. The scrotum was opened 
and the tunica incised. It is probable that this was 
a case of infection of the parietal tunica vaginalis 
developing by extension along the, sheath of the vas. 

The author reports also his results in a series of 
experiments performed to demonstrate the possibil- 
ity of the passage of infection along the sheath of 
the vas. From twenty-four freshly autopsied cada- 
vers he removed the bladder, prostate, seminal 
vesicles, seminal ducts, and testicles, injected a 50 
per cent solution of sodium iodide or sodium bro- 
mide into the sheath of the vas near the bladder, and 
then made roentgenograms. The roentgenograms 
showed that this fluid did not pass beyond the junc- 
ture of the sheath of the vas with the tunica vaginalis. 

Rolnick concludes that the sheath of the vas 
deferens acts as a means of transmission of infection 
from the seminal vesicle. The infection may be 
manifested as a funiculitis or a perivasitis. It may 
extend to the tunica vaginalis and produce a 
periorchitis. Bacteria carried along the sheath may 
infiltrate into the tunica vaginalis propria and pro- 
duce an orchitis. Idiopathic hydrocele with marked 
thickening of the parietal tunica vaginalis may de- 
velop secondarily to a subacute or chronic infection 
of the seminal vesicles which is carried along the 
sheath of the vas deferens. 

D. Hoimes, M.D. 


MISCELLANEOUS 


Mathé, C. P.: The Present-Day Status of Urology 
in Europe. Internat. J. Med. & Surg., 1925, Xxxviil, 
410. 


Mathé’s article is a résumé of the old and new 
methods used by European urologists and does not 


lend itself well to abstracting as it is essentially an 
abstract itself. 

The subjects discussed include the different 
methods of testing the function of the kidney, X-ray 
work with special reference to the study of the filled 
renal pelvis under the fluoroscope, the methods 
of inducing anesthesia for urological operations, 
operative urology, new advances in pathology, the 
treatment of special diseases such as genital tu- 
berculosis, the European attitude toward vaccine 
therapy, special methods in the treatment of blad- 
der tumors and pyelitis, abortive treatment of 
gonorrhoea, and new cystoscopes which have been 
recently devised and can be sterilized by boiling. 

The general attitude of European hospitals and 
clinics toward the American urologist is cited as one 
of sincere friendliness. Joun G. Cueeruam, M.D. 


Braasch, W. F.: Errors in the Interpretation of 
Urographic Findings. J. Urol., 1925, xiv, 631. 


The factors most influential in bringing about the 
general use of urography are the employment of 
comparatively harmless media, standardization of 
the technique, and wider familiarity with pyelo- 
graphic interpretation. A 12 per cent solution of 
sodium iodide is now being generally employed. 

In the interpretation of urograms the personal 
equation is an important factor. As the deformities 
observed in urography are not always typical, great 
care must be used in their interpretation. Inter- 
pretation is usually rendered more accurate when all 
available clinical data are considered. Elongation 
of one or more calyces is often observed in the normal 
kidney and may be so extensive as to resemble a 
neoplasm. Incomplete filling of the pelvis and calyces 
is a frequent source of error in interpretation. Blood 
clots may cause apparent filling defects suggesting 
a neoplasm. 

The correct interpretation of the outline of the 
ureter is particularly difficult. The diagnosis of 
stricture of the ureter, kinks, and other pathological 
peculiarities is frequently made without an accurate 
basis. Elasticity and distensibility of the normal 
ureter should always be recognized. Accurate uni- 
form distention of the ureter is usually difficult. 
Apparent kinks of the ureter may be caused by 
superimposed portions of a redundant ureter. Many 
so-called strictures of the ureter are caused by spasm, 
particularly the type diagnosed by means of ureteral 
bulbs. In the female, portions of the ureter adjacent 
to the ureteropelvic juncture and situated in the 
pelvis seem to be particularly prone to such spas- 
modic irritation. Apparent stricture of the ureter 
near the ureteropelvic juncture occurs frequently in 
the presence of stone in the kidney. 

The degree of displacement with renal tumor and 
with extrarenal tumor may be equal. There may be 
also a slight deformity of the pelvis due to pressure 
from an extrarenal tumor. The differential diagnosis 


. between renal neoplasm and polycystic kidney may 


be extremely difficult. In the latter condition the 
deformity is always bilateral. 


is 
of 
d 
y 
le 
K- 
10 
or 
d 
1e 
S- 
it 
of 
ry 
ye 
or 
th 
ry 
nt 
in 
1g 
he 
ht 
he 
Lis 
ng 
ed 
ut 
p- 
in 
d. 


304 INTERNATIONAL ABSTRACT OF SURGERY 


Apparent occlusion of the ureter may occur with 
hydronephrosis, renal tuberculosis, neoplasm, atroph- 
ic pyelonephritis, anomaly, and lithiasis. The 
diagnosis of any of these conditions is dependent 
largely upon other cystoscopic and clinical data and 
may be impossible from the urographic findings 
alone. 

The presence of an anomaly of the renal pelvis 
may be inferred from the proximity of the pelvic 
outline to the median line and from rotation of the 
calyces. In cases of unexplained renal colic or 
hematuria the possibility of a duplicated renal 
pelvis must be considered. 


Chute, A. L.: The Difficulty in Distinguishing Be- 
tween the Radiographic Appearance of Uri- 
nary Stones and Calcified Abdominal Glands. 
J. Urol., 1925, xiv, 489. 

Calcified abdominal glands are usually tubercu- 
lous. They may or may not be associated with 
urinary symptoms. Pain, when present, is not 
typical of renal colic. 

‘Two groups of abdominal glands may be involved 
by calcification—those in the mesentery and those 
in the retroperitoneal region. In a series of roent- 
genograms, the shadows of calcified mesenteric 
glands will be found to change their position while 
those of calcified retroperitoneal glands show no 
change. 

In the diagnosis of urinary stones, calcified ab- 
dominal glands can be ruled out by making roent- 
genograms in the course of routine cystoscopic ex- 
aminations and after the introduction into the 
ureters of indwelling lead catheters. For the defi- 
nite determination of the relationship and position 
of a shadow, stereoscopic plates are sometimes 
necessary. Maurice ME ttzer, M.D. 


Braasch, W. F.: The Recognition and Treatment 
of Urinary Infection. J.-Lancet, 1925, xlv, 57. 


In many cases of distention of the bladder second- 
ary to prostatic obstruction pyelonephritis occurs as 
the result of the extension of infection from the 
bladder due to weakening of the ureteral peristalsis. 
Many cases of recurring urinary infection are due 
to focal infection in the teeth, tonsils, or prostate. 
In the cases of females especially a catheter specimen 
is of importance. 

Cortical renal abscess is frequently overlooked 
because of a lack of urinary data. The only symp- 
tom may be a prolonged fever with possibly a dull 
ache referred to the area or a few pus cells in the 
urine. In‘the presence of a recent acute skin infec- 
tion the possibility of abscess should always be con- 
sidered. A history of a carbuncle or boil is of the 
greatest importance in these cases. The so-called 
septic cortical nephritis of Brewer is, for some reason, 
not observed nearly as frequently today as formerly. 

The reaction of the urine is of considerable value in 
the differential diagnosis, particularly in the recog-, 
nition of urinary retention, alkaline phosphatic 
cystitis, and renal tuberculosis. Stricture of the 


ureter is most frequently found in the presence of 
chronic bilateral pyelonephritis and renal tuber- 
culosis. In the absence of these conditions it is 
rare. In chronic bilateral pyelonephritis thorough 
dilatation of the ureter should be a part of the 
treatment. The so-called elusive ulcer of Hunner is 
being confused with ulcerative conditions in the 
bladder. This is a comparatively rare lesion which 
is best treated by cauterization. 

Hexamethylenamin is of the greatest value when 
the urine is rendered acid. It is difficult to render 
the urine acid with the drugs usually employed. 
Recently it has been found by Keith and others 
that this can be done best by the use of ammonium 
chloride. Hexylresorcinol has been disappointing in 
the treatment of urinary infections. Mercurochrome 
given intravenously is best employed in cases of 
acute urinary infection which has persisted in spite 
of other medication. It should be employed with 
great care and as a last resort, since fatalities have 
occurred following its use. 


Stevens, A. R.: Indications for Surgery in Gonor- 
rhoea in Men. Internat. J. Med. & Surg., 1925, 
XXxviii, 488. 


In periurethral inflammation, incision is contra- 
indicated until there is definite fluctuation. Every 
effort should be made to favor the resolution of the 
indurated masses. 

Cowperitis is usually seen in hospitals as a 
perineal abscess. At this stage, the treatment in- 
dicated is simple incision and drainage without open- 
ing of the urethra. 

Pyelitis is easily cured by lavage of the renal 
pelvis. 

For epididymitis, some surgeons advocate early 
epididymotomy while others recommend waiting 
until the abscess is ready to burst through the skin. 
In practically all cases which show no fluctuation the 
patient may well be kept in bed with an adhesive 
plaster suspensory. If the pain and tenderness are 
extreme, epididymotomy may be done as soon as 
possible. A wait of from two to four days to deter- 
mine whether the local condition will improve is 
justifiable, but if no improvement is noted at the 
end of that time, operation should be performed. 
Operation is indicated also if the condition grows 
worse after an interval of marked improvement. 
The usual operation is epididymotomy, but epi- 
didymectomy may be necessary. 

Acute diffuse prostatitis should not be operated up- 
on, but a prostatic abscess should always be drained. 
The presence of an abscess may be exceedingly 
difficult to determine, but complete retention is very 
suggestive. If retention occurs and an abscess is not 
evident, intermittent catheterization may be tried 
for two or three days. If this fails to relieve the 
symptoms and the palpatory findings in the pros- 
tate are not improved, an abscess is probably pres- 
ent. When there is pain in the prostate region, early 
operation usually reveals pus. Perineal drainage of 
the prostate without opening of the urethra is the 


GENITO-URINARY SURGERY 305 


operation most commonly performed but should be 
reserved for cases with marked superficial fluctua- 
tion and those that show evidence of periprostatic 
inflammation. If the abscess feels as if it is ready to 
burst into the rectum, being well localized and well 
walled off, it may be opened into the rectum. Other 
procedures used in such cases are aspiration of the 
pus by a needle inserted through the perineum and 
opening of the abscess into the urethra by a steel 
sound guided with the finger in the rectum. 

The ideal treatment of gonorrhoeal stricture is 
gradual dilatation. Tight strictures complicated by 
infection (extra-urethral abscess) or extravasation 
of urine should be opened, together with the urethra, 
as soon as possible. Patients without periurethral 
infection who are suffering from acute retention due 
to a stricture which will not permit the passage of 
even a filiform bougie should be placed in a hot bath 
as this may permit emptying of the bladder through 
the urethra. After this treatment and rest in bed, 
it is sometimes possible to pass filiform and small 
instruments, operation being rendered unnecessary. 
If these measures fail, an external urethrotomy, with 
perhaps an internal urethrotomy in addition, should 
be done under spinal anesthesia. In the cases of 
very sick patients, suprapubic cystotomy under 
local anesthesia may be necessary to relieve the 
kidneys. In cases of stricture permitting the passage 
of only small sounds in which further dilatation 
seems impossible, internal urethrotomy is of great 
benefit. Louis NeuweLt, M.D. 


Bugbee, H. G.: Multiple-Stage Operations in Uro- 
logical Surgery. South. M.J., 1925, xviii, 871. 

Urological cases which are very poor operative 
risks may often be carried through to a successful 
outcome by multiple-stage operations. In cases of 
prostatic obstruction Bugbee continues suprapubic 
drainage until the symptoms of uremia disappear 
and the infection and congestion of the bladder and 
prostate subside. This procedure requires a week 
or more. 

A blood transfusion before prostatectomy is often 
helpful. The use of insulin renders many inoper- 
able cases operable. Prostatectomy performed under 
parasacral anesthesia after proper pre-operative prep- 
aration is not apt to be followed by a severe reaction. 
The bag and packing are’ removed the day after the 
operation, a Pezzer tube is introduced into the sup- 
rapubic wound, and the sinus is allowed to heal 
from below, assisted by an indwelling catheter after 
the urine is clear. 

Other conditions indicating multiple stage surgery 
are stricture of the urethra, large vesical calculi, 
diverticula of the bladder, carcinoma of the bladder 
and prostate, and conditions of the urethra and blad- 
der requiring’ plastic procedures. In pyonephrosis 
a nephrotomy under local anesthesia will often save 
life and make nephrectomy safe. The author re-~ 
ports eleven such cases. Especially in cases of ab- 
scess, drainage may prove to be the only operative 
treatment that is necessary. 

BENJAMIN F, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Blaisdell, F. E.: The Osteogenetic Function of the 
Periosteum. Arch. Surg., 1925, xi, 933. 

Blaisdell reviews in detail the embryonic history 
of some of the long bones. 

The first evidence of bone formation is sub- 
perichondrial. Later, vascular buds from the perios- 
teum penetrate the subperiosteal cylinder of bone, 
and absorption of the calcified cartilage occurs, re- 
sulting in the development of the primary marrow 
spaces with the beginning deposition of endochon- 
dral bone. Certain changes in the cartilage preceding 
the advance of the vascular medullary tufts are 
described. Attention is called to the fact that the 
time limit may vary in different animals and in the 
bones of the same animal, but that the diaphysis of 
a long bone of a fetus 60 days old is devoid of 
blood vessels and shows little evidence of marrow. 

Blaisdell concludes that the origin of the primitive 
osteoblasts and primitive marrow cells must be 
sought for outside the domains of the cartilaginous 
skeleton, and that the first medullary and osteo- 
genetic elements enter the cartilaginous diaphysis 
of a long bone in the vascular tufts or buds from the 
periosteum which, as an osteogenetic factor, ante- 
dates the marrow. In conclusion he suggests that 
more consideration be given the function of the 
perichondrium and periosteum during the develop- 
ment of the fetus by those discussing the osteogenetic 
functions of these membranes. 

C. Cotonna, M.D. 


MacKinnon, A. P.: Osteomyelitis; Its Treatment 
with Special Reference to the Use of Bipp. 
Canadian M. Ass. J., 1925, XV, 1222. 


The bacteria] action of bipp is due to the libera- 
tion of free iodine from the iodoform by the nitric 
acid formed by hydrolysis of the bismuth subnitrate. 

In cases of osteomyelitis the cavity should be 
cleaned with gauze wet with alcohol and as com- 
plete hamostasis as possible should be obtained be- 
fore the bipp is applied. A thin layer of bipp should 
then be smeared over the wound and the wound 
closed without drainage. 

Bipp is most valuable in the third stage of osteo- 
myelitis when there are discharging sinuses, bone 


cavities, sequestra, etc. The sequestra must first 


be removed, the bony walls of the cavity curetted, 
and an attempt made to fill the cavity with soft 
parts. The wound should then be treated with the 
bipp and closed in layers. 

Many wounds so treated heal by first intention, 
and in those which do not, there is no evidence of 
deep inflammation. Etven J. Berkuetser, M.D. 


Pemberton, R., Cajori, F. A., and Crouter, C. Y.: 
The Influence of Focal Infection and the 
Pathology of Arthritis; Results of Experiments. 
J. Am. M. Ass., 1925, 1xxxv, 1793. 


Following a review of the literature on the causes 
and pathology of arthritis the authors report their 
findings in this condition from the chemical stand- 
point. They found that in 60 per cent of cases the 
sugar tolerance is decreased and returns toward or 
to normal after recovery, irrespective of the therapy 
used but most abruptly following removal of a 
causative focal infection. In a study of the blood 
gases during a test revealing low blood-sugar 
tolerance it was found that the percentage of oxygen 
saturation of the hamoglobin of the venous blood 
rises in a large majority of the cases, thereby leaving 
some of the normal constituents of the blood un- 
utilized, and that the average percentage of oxygen 
saturation of the peripheral blood of persons with 
arthritis is higher than that of normal persons. 

In the treatment, a restricted caloric diet is ad- 
visable. 

The authors are inclined to the view that some 
disturbance of the circulation, probably in the 
nature of closed capillary areas, may bear an im- 
portant relation to the etiology of arthritis and the 
rheumatoid syndrome. — C. Cotonna, M.D. 


Stellwagen, T. C.: Gonorrheeal Arthritis: Prelim- 
inary Report of a New Treatment. J. Urol., 
1925, xiv, 661. 

Stellwagen treats cases of gonorrhceal arthritis by 
injecting Pregl’s solution directly into the vesicles 
through the rectal mucosa. Pregl’s solution is an 
aqueous isotonic iodine solution which liberates 
nascent iodine when it comes into contact with the 
acid by-products of bacteria. 

Stellwagen at first injected it intravenously, but 
found that injections through the rectal mucosa had 
a quicker effect. He has used this treatment in 
150 Cases. 

After cleansing of the bowel, the patient is put in 
the knee-chest position. The area to be treated 
having been located with the finger, 3 c. cm. of the 
solution is injected by means of a rigid tonsil needle. 

This treatment cures the joint symptoms and 
eliminates the foci of infection. 

J. BerKHEIserR, M.D. 


Noble, T. P., and Frawley, J. M.: The Klippel-Feil 
Syndrome. Ann. Surg., 1925, xxxii, 728. 


The most common site of anatomical variations of 
the spine is the lumbosacral region. The two cases 
reported in this article, which were observed in the 
Mayo Clinic, were of the type with numerical reduc- 
tion of the cervical vertebra and the clinical picture 
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of a short neck. Only thirty similar cases are re- 
corded in the literature. 

The classical description of the clinical picture 
was published by Klippel and Feil in 1912. The 
condition is not incompatible with long life as it has 
been noted in persons 70 years of age. Heredity does 
not appear to be an influence, and there are no 
familial characteristics. ‘The primary signs are 
shortening of the neck, a low hair line, and limitation 
of the movements of the head. Most of our knowl- 
edge of the pathological anatomy is based upon 
roentgenological examinations. Considerable varia- 
tions are shown, from the absence of a single cervical 
vertebra to complete absence of the cervical spine. 


Gauvain, Sir H.: Conservative Treatment of Tuber- 
culous Disease of the Spine. Brit. M.J., 1925, ii, 


Guiles, G. R.: Operations for Spinal Fixation. 
Brit. M. J., 1925, ii, 940. 

GAUVAIN reports that in from 30 to 4o per cent of 
cases of non-pulmonary tuberculosis in children in 
England and Scotland the infection is due to the 
bovine bacillus. 

In vertebral tuberculosis, general and adjuvant 
methods of treatment are indispensable. Abscesses 
secondary to spinal caries should rarely be opened, 
as secondary infection in such cases increases the 
direct mortality to about 75 per cent. The treatment 
of choice is aspiration and the injection of modifying 
fluids. Gauvain agrees with Calvé in disapproving 
of the Hibbs and Albee operations in the treatment 
of spinal caries in children, claiming that they do 
not shorten the period of treatment, are not devoid 
of danger, will not prevent deformity, and will not 
allow the application of other methods to correct an 
existing deformity. He regards them as unnecessary 
operations in the cases of children if the facilities are 
available for other treatment. 

The treatment of acute or progressive caries re- 
quires: (1) dorsal recumbency, to secure bodily rest, 
(2) immobilization of the spine, and (3) hyperexten- 
sion of the spine except when there is extreme de- 
formity. The apparatus used may be of any type 
provided it is simple and comfortable and its prin- 
ciples are understood by the surgeon. The simple 
spinal board with a mattress, jacket, and hyper- 
extension appliance meets the requirements of the 
usual case, but when there is an extreme kyphotic 
deformity, the Marconi apparatus offers the only 
prospect of success. 

In cases of dorsal deformity when the condition 
is no longer active, the patient is placed in the ventral 
position with the spine hyperextended and pressure 
is exerted on the deformity. Mechanical methods 
are justifiable only when they can be used safely. 
Plaster-of-Paris is often of great value in these 
cases. During convalescence, which may require 
three or more years, an ambulatory splint of cel- 
luloid is advisable. 

_ GIRDLESTONE believes that surgical spinal fixation 
is indicated only as part of the after-care of children 


with spinal tuberculosis when the disease is quiescent 
after several years of recumbency and the destruc- 
tion so extensive that it has produced instability. 
He favors an Albee graft in lumbar and dorsolumbar 
cases, and a Hibbs operation combined with an 
osteoperiosteal graft in middorsal and upper dorsal 
caries. In chronic cases the attempt should be made 
to produce compensatory curves in the spine rather 
than to correct the angular deformity. Drainage of 
cold abscesses Girdlestone characterizes as ‘‘con- 
demnation to death in two or three years.” 

In the discussion of these reports GorpDoN-PuGH 
objected to bone grafting in children and to hyper- 
extension at the deformity. He believes that hyper- 
extension separates the bodies of the vertebrie, 
checking ankylosis, and should therefore be applied 
either above or below the lesion, depending upon its 
location. 

AITKEN stated that he attempts to correct the 
deformity as completely as possible by fixation in 
recumbency. The bone-graft operation will then 
hasten repair, but should not be used in any sense as 
a back-brace. 

Pysus spoke,of the radical treatment of a cold 
abscess, stating that good results may be obtained 
by removal of the pyogenic membrane, treatment 
with iodine, and primary suture. Care must be 
taken that none of the pus is spilled and that second- 
ary invaders are not introduced. 

Situ stated that he does not attempt bone graft- 
ing when the kyphotic deformity is more than 45 
degrees. 

ELMsLIE attributed the decrease in spinal de- 
formities in the last few years to better open-air 
hospitals and earlier diagnosis. He does not think 
the attempt to correct the deformity at its site is 
advisable. 

FArrRBANK stated that he does not perform bone 
grafting in spinal caries in children under the age of 
14 years. He cautioned against overlooking one of 
two separate areas of spinal caries, and warned of 
the dangers of misdiagnosing a congenital defect. 

McMurray reported that he regards fixation as 
the only method of cure and believes that it is alone 
sufficient for children. He has been able to clear up 
chronic discharging abscesses by allowing the 
patient to get up and walk about with support. 
He believes that this favors better drainage and 
vascularization. 

Oscoop spoke of the importance of general treat- 
ment. He stated that compensatory curves in 
kyphos should be above and below the deformity. 
Absolute immobilization is practically impossible. 
The need for immobilization can be judged by the 
amount of reflex irritability. In the cases of chil- 
dren, recumbency for three years is generally desir- 
able. While the bone-graft operation in young 
children has an almost negligible mortality, it does 
not of itself effect a cure, help a paraplegia, or pre- 
vent a deformity. Osgood uses it for children only 
when the condition is quiescent. He has been per- 
forming the fusion operation of Hibbs. 
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Daw said that in the treatment of spinal caries in 
adults he uses two lateral grafts almost as a routine 
procedure. In cases of paraplegia unrelieved by 
long immobilization, he performs a laminectomy 
without opening the dura. 

MARTIN recommended an attempt to “open-out ” 
the affected vertebra of a kyphotic deformity in an 
early case. He believes that later the production 
of a lordosis above and below the kyphos, according 
to the method of Schwartz, is the most satisfactory 
means of preventing an increase in the deformity. 

WHEELER reported that he never operates on 
children with spinal caries. In the cases of adults 
he keeps the patient on a double Thomas frame for 
three months after operation and in bed with a 
posterior spinal support for one year. ‘Thereafter he 
watches him closely. Cold abscesses which resist 
fixation and aspiration he packs with gauze smeared 
with bipp and then closes the wound tightly. Two 
days later he removes the gauze from another 
smaller opening which he closes immediately. In 
all cases so treated there has been no further trouble. 
He has performed forty consecutive bone-graft 
operations for spinal caries without a death or any 
complication. Cuester C. Guy, M.D. 


Berry, J. M.: Painful Conditions in the Lumbar 
Lumbosacral and Sacro-Iliac Regions. Arch. 
Surg., 1925, xi, 883. 

In the diagnosis of the cause of low back pain 
many factors must be considered as there is no one 
sign or symptom pathognomonic of a lesion affecting 
the lumbar lumbosacral, or sacro-iliac regions. 
Berry shows by roentgenograms the situation and 
angulation of the articular facets between the fifth 
lumbar vertebra and the sacrum. The inclination of 
these joints away from the normal is often associated 
with chronic back strain. The technique for the 
demonstration of this anomaly is valuable in differ- 
entiating it from the sixty other causes of low back 
pain listed by Staub. 

Berry believes that only a small percentage of 
cases of back pain are due to gynecological condi- 
tions, but states that neoplasms and inflammatory 
conditions of the pelvic organs may cause nerve-root 
pressure which often simulates back pain. Prostatic 
inflammation, in particular, is said to cause a pain 
in the region of the sacrum. Reflex pain and spasm 
from urinary calculi may be confused with that of 
tuberculosis of the spine. The backache resulting 
from constipation is relieved when the constipation 
ceases. 

An excellent classification of the causes of low 
backache is given in tabular form. 

To overcome the fatigue backache common to 
surgeons and dentists and laborers who stand for 
long periods, the author recommends the use of a 
stool under one foot to relax the back. The pain in 
osteo-arthritis of the spine is due to “chance nerve 
pressure.” 

Developmental anomalies are often responsible 
for back pain. In 10 per cent of cases of low back- 


ache Willis found a split process. Anomalies of the 
transverse processes, articular facets, spinous proc- 
esses, ribs, and sacro-iliac and lumbosacral articula- 
tions are more common in persons complaining of 
low back pain than in others. Anomalous conditions 
may be unilateral or bilateral. Moore is quoted as 
saying that while 30 per cent of persons have anom- 
alies of the transverse processes, 61 per cent of these 
persons have back pain. 

It appears that heavy dull pains are apt to be 
associated with chronic conditions, while sharp 
stabbing pains are associated with acute conditions. 

The situation of the pain is a good indication of 
the site of its cause. 

The article contains a great deal of detailed in- 
formation regarding diagnosis and treatment. 

Dennis W. Crite, M.D. 


MacAuley, H. F.: Perthes’ Disease. Jrish J. M. Sc., 
1925, 500. 

Legg-Calvé-Perthes disease occurs between the 
ages of 4 and 12 years and is more common in males 
than in females. It causes a limp due to restriction 
of abduction and internal rotation. 

Legg’s theory attributes the changes in the epi- 
physis to secondary circulatory changes. The 
theory that they are due to bacterial infection has 
little support, since in four out of every five cases 
on record the cultures were negative. According to 
Jansen’s theory, the changes in the epiphysis and 
neck are secondary and adaptive changes to de- 
formity of the socket. 

The prognosis is good. In the acute stage the leg 
should be immobilized in abduction. A walking 
caliper should be used for one year. 

J. Berkuetser, M.D. 


Key, J. A.: The Non-Tuberculous Hip of Early Life. 
“i In Childhood. J. Missouri State M. Ass., 1925, 
xxii, 429. 

The non-tuberculous hip affections of children 
may be divided into coxa vara, coxa plana, arthritis, 
and pseudo-arthritis. In coxa vara the lower ex- 
tremity deviates toward the midline of the body. 
This may be due to downward slipping of the. head 
of the femur, deformity of the head or acetabulum, 
bending of the neck, or outward bowing of the 
upper portion of the shaft of the femur of rachitic or 
traumatic origin. 

In rachitic coxa vara the normal angle of 130 
degrees between the neck and the shaft may be re- 
duced to go degrees or less because of the undue 
strain on the softened femoral neck. The child 
walks with a waddling gait and there is limitation in 
abduction, extension, and internal rotation. In 
most cases the condition tends to become corrected. 
During the acute stage, weight-bearing should be 
prevented. The deformity may be corrected by 
recumbency with the limb in extension, abduction, 
and internal rotation. If marked coxa vara persists 
after cure of the rickets, a subtrochanteric osteotomy 
is necessary. 
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Fracture of the hip in children is rare and often 
unrecognized. The treatment consists in fixation 
in abduction, extension, and internal rotation. If 
union is firm and deformity is present, a subtro- 
chanteric osteotomy must be performed. 

Coxa plana, osteochondritis deformans, or Legg- 
Calvé-Perthes disease closely resembles tuberculosis 
of the hip and is often confused with it. The symp- 
toms resemble those of a mild case of tuberculosis of 
the hip—fairly acute pain, limitation of motion, 
and muscle atrophy. The diagnosis is usually made 
from the roentgenogram, which shows flattening of 
the head of the femur with irregularity of the border. 
As the disease progresses the hip becomes more 
flattened and broadened, and there may be fragmen- 
tation of the head. The disease lasts three or four 
years. At the end of that time the roentgenogram 
shows an increase in lime salts and the head and neck 
show normal density although they never regain 
their normal contour. The condition has been 
attributed to trauma, infection, and impairment of 
the circulation after trauma. During the acute stage 
the treatment consists in rest in bed with freedom 
from weight-bearing. 

Arthritis occurring in children includes the in- 
fectious and suppurative type, the hypertrophic and 
atrophic deforming types, and Still’s disease. The 
acute infectious or suppurative type may be asso- 
ciated with tonsillitis, endocarditis, and chorea, and 
occasionally follows pneumonia and acute exanthe- 
mata, particularly scarlet fever. ‘There is usually 
marked destruction of the joint and this often results 
in ankylosis in abduction and external rotation. 

The chronic progressive deforming arthritis is 
evidenced by atrophy of muscle and bones with 
contracture of the involved joint resulting eventually 
in ankylosis. It may cease spontaneously at any 
stage, but tends to progress with periods of remis- 
sion until the child is hopelessly crippled. The 
etiology is unknown, but according to one theory the 
cause is an attenuated streptococcus infection. 
Still’s disease is essentially the same, with the addi- 
tion of enlargement of the lymph glands and the 
spleen. The treatment is largely symptomatic. 
Definite foci of infection should be removed. 

Chronic hypertrophic arthritis of the hip in chil- 
dren is insidious in its course, without fever or acute 
symptoms but with the gradual development of 
abduction and flexion deformity. The roentgeno- 
gram shows erosion of the head or acetabulum or 
both, and occasionally a subluxation. The etiology 
is unknown. The treatment is largely symptomatic 
with special attention to the prevention of deform- 
ity. Chronic arthritis in a hamophiliac, which is 
rare, is due to repeated effusions of blood into the 
joints. Rupotpu S. Reicu, M.D. 


Colp, R., and Klingenstein, P.: A Roentgen-Ray 
Study of the Injected Knee Joint. Arch. Surg., 
1925, xi, 660. 

_ The authors demonstrated the extent of the cav- 

ities of the knee joint by making stereoscopic roent- 


genograms following the injection of equal quantities 
of 10 per cent sodium iodide solution and air. The 
amount of fluid injected varied from 20 to 60 c. cm. 

In about too knee joints so studied the supra- 
patellar bursa was found constant in size and out- 
line. In men, it extended from 10 to 12 cm., and in 
women and young persons, from 9 to 10 cm. above 
the joint line. In all cases it was in direct com- 
munication with the knee joint. It extended more 
externally than internally, and on its anterolateral 
aspect embraced the lower end of the femur. 

When the knee was flexed the posterior compart- 
ment became distended by the fluid by the action 
of the tendon of the contracting quadriceps extensor 
muscles. In sixteen cases the popliteal bursa was 
demonstrated running downward and posteriorly 
toward the head of the fibula. When the joint was 
overdistended in the extended position the mixture 
perforated through the apex of the suprapatellar 
bursa and diffused upward along the femur beneath 
the crureus muscle. When the joint was forcibly 
flexed the fluid perforated through the posterior 
synovial membranes into the popliteal space up- 
ward and downward. 

These anatomical facts may be applied practically 
in operative procedures on the lower end of the 
femur, especially for infections. ‘The knee joint can 
be avoided by approaching the focus laterally and 
as far posteriorly as possible. In this way the pri- 
mary incision may be deepened until the periosteum is 
reached, and the periosteum may be stripped me- 
sially without entering the joint. When Steinmann’s 
nails or tongs are inserted for skeletal traction in 
fractures of the femur, relationship of the bursz 
should be borne in mind in order to avoid entering 
the joint. 

The Willems treatment for suppurative knee 
joints drains all compartments of the joint. Forcible 
manipulation should be avoided as it may cause 
perforation. Ruporpu S. Reicu, M.D. 


Ollerenshaw, R.: Observations on Osgood-Schlat- 
ter Disease. Brit. M.J., 1925, ii, 944. 


Osgood-Schlatter disease is of traumatic origin. 
The two lesions of childhood—separation of the 
tibial tubercle and fracture of the lower edge of the 
patella—are produced by the same causes which, 
in adults, produce fracture of the patella or rupture 
of the tendon above the patella. 

The treatment should consist in absolute im- 
mobilization for six weeks in a well-fitting circular 
plaster cast which extends from the ankle to the 
groin and is well molded to the leg about the knee. 
Walking may be permitted while this cast is worn. 
After its removal massage should be instituted and 
walking again allowed with the use, for six weeks, 
of a knee-cage with a stop at 45 degrees of flexion. 
The immobilization will often prevent the necessity 
for a later operation for tender non-union. 

The author has had thirty-two cases of Osgood- 
Schlatter disease. Nineteen of the patients were 
girls. 
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In the discussion of this report Oscoop stated 
that in his opinion adhesive plaster strapping is 
generally sufficient without the use of plaster-of- 
Paris. Because of the variations that occur in the 
development of the tibial tubercle, roentgenograms 
of both knees should be made and compared before 
a diagnosis of fracture in one knee is made. 

Cuester C. Guy, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Pyles, R. H.: The Correction of Flexion, Adduction, 
and Internal Rotation Deformities of the 
Lower Extremities Resulting from Cerebral 
Palsy of Childhood. California & West. Med., 
1925, Xxiii, 1576. 

‘In 155 cases of flexion, adduction, and internal 
rotation deformities of the lower extremities the 
following operations were found most satisfactory: 
the Soutter operation for hip flexion; tenotomy of 
the adductors for adduction; hamstring transplanta- 
tion for knee flexion; transplantation of the tibialis 
anticus into the outer border of the foot for equinova- 
rus; tenoplasty of the tendon of Achilles for equinus. 

Pyles emphasizes the importance of physiological 
rest in these cases. For all types he recommends the 
application of a plaster-of-Paris cast as soon as the 
patient is seen. ‘The general nutrition must also re- 
ceive attention. ‘The results depend upon the extent 
of the cerebral injury as well as upon the treatment. 

Paut C. Cotonna, M.D. 


Ceballos: Arthroplastic Operations for Ankylosis 
of the Knee (Les opérations arthroplastiques pour 
ankylose du genou). J. de chir., 1925, xxv, 133. 

The possibility of obtaining a stable and movable 
joint in cases of ankylosis of the knee has been well 
established, and arthroplasty has had its supporters 
since the time of Murphy. The operation cannot be 
standardized, however, because the extent of the re- 
section must depend upon the pathological changes 
found. 

An important step in the technique is the inter- 
position of tissue. The best tissue for this purpose 
is fascia lata. In some cases, fat may be used. A free 
transplant is preferable to a pedicled flap. 

While arthroplasty of the knee is not difficult, it 
requires a careful selection of cases, an exact tech- 
nique, and, above all, proper after-treatment. 

The most important consideration is the conserva- 
tion of the ligaments. As the operation is long and 
causes considerable shock, spinal anesthesia is 
usually indicated. The skin incision is made along 
the inner surface of the thigh, over and distal to the 
condyle of the femur, and is curved laterally over 
the insertion of the pateilar tendon. The large flap 
so formed is reflected to expose the joint. A median 
incision splitting the quadriceps tendon is made 
from the upper extremity of the obliterated bursa 
and carried through the patella and patellar tendon. 
The patella is divided with a broad chisel and 
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separated. The ankylosed area is cut through with 
a chisel and the ends of the bone are modeled to 
approximate their normal form. A flap of fascia 
lata is then interposed and the joint closed with 
suture of the patella. 

Passive movements are begun after a period of 
fifteen days during which the limb is kept in exten- 
_— and active movements are begun five days 
ater. 

In an early series of cases treated by the author a 
good result was obtained in 63.63 per cent, a medio- 
cre result in 9.9 per cent, and a poor result in 27 
per cent. This series included cases of tuberculosis 
in which arthroplasty is always contra-indicated 
because of the danger of recurrence and because of 
the advanced muscular atrophy present. 

Important contra-indications to arthroplasty are 
recent arthritis with persistent foci of infection, a 
poor general condition, and a markedly angular 
ankylosis. In some cases, however, very angular 
ankylosis may be straightened by a preliminary 
operation. 

Adequate musculature is essential to success. 
Recurrence of the ankylosis may follow infection, 
the use of a faulty technique, or inadequate after- 
treatment. 

The article contains illustrations showing the 
operative technique and the results obtained in a 
number of cases. Avpert I. De Groat, M.D. 


Abbott, L. C.: The Treatment of Congenital Club- 
Foot. Surg. Clin. N. Am., 1925, v, 1245. 


In the ordinary club-foot of infancy the deformity 
is maintained by contraction of the soft parts. ‘The 
treatment in such cases is therefore limited to 
manipulation by hand or with the Thomas wrench 
followed by fixation in an over-corrected position 
with plaster or adhesive. This treatment often gives 
a satisfactory result also in later childhood and 
adolescence. When lengthening of the tendon of 
Achilles and section of the plantar fascia are neces- 
sary, they should be done only after maximal cor- 
rection has been obtained by manipulation. If the 
result still remains unsatisfactory after these pro- 
cedures, a bone operation must be considered. The 
author prefers the operation devised by Hoke for 
stabilization of the foot in infantile paralysis and 
modified by him to meet the needs of congenital 
club-foot. He prefers this procedure to the better 
known bone-wedge and ligament operations of Ober 
and Elmslie. 

In the modified Hoke operation a clear view of the 
ligaments which connect the scaphoid with the in- 
ternal malleolus and os calcis and keep the former 
tarsal bone in malposition is obtained by removal 
of the head of the astragalus by osteotomy of its 
neck. When these ligaments are freed from the 
scaphoid or completely excised, that bone can be 
rotated outward. The varus position is corrected 
by manipulation or freeing of the ligamentous at- 
tachments of the os calcis to the sustentaculum tali 
and internal malleolus. The head of the astragalus 
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is then replaced to the inner side of its former 
position where it will act as a bony block preventing 
adduction of the forefoot. If the cuboid blocks 
complete abduction, a wedge with its base outward 
is removed from it or from the calcaneocuboid joint. 
Care must be taken not to injure the cartilage of the 
subastragalar and astragalo-scaphoid joints. 

After the operation the foot is fixed in an over- 
corrected position in a plaster cast for seven or eight 
weeks. Walking is then permitted with a shoe fitted 
with a lift along the outer border of the sole to throw 
the foot into moderate eversion. 

Abbott reports four cases in which excellent results 
were obtained by this treatment. 

Cuester C. Guy, M.D. 


FRACTURES AND DISLOCATIONS 


Moore, S.: Traumatic Fractures of the Vertebral 
Column. J. Missouri State M. Ass., 1925, xxii, 417. 


Limitation of motion of any vertebra or of its 
stress-bearing capacity affects the entire spinal 
column. The sacral and coccygeal vertebre do not 
take part in spinal movements and their com- 
parative immobility may account for the frequency 
of their involvement by trauma and disease. Spinal 
rigidity or weakness is a major disability increasing 
in importance with descent in the social scale. 

Moore emphasizes the fact that many injuries are 
associated with fracture of the spinal column but 
that the fracture is often not discovered until a 
long time afterward when serious consequences have 
developed. In some cases spinal fractures are treat- 
ed as back strain or lumbago. In doubtful cases an 
early X-ray diagnosis is essential for correct treat- 
ment. Rupotpu S. Reicu, M.D. 


ORTHOPEDICS IN GENERAL 


Little, E. M.: A New Method of Fitting Artificial 
Leg Sockets. Brit. M.J., 1925, ii, 896. 


The essential feature of a new artificial limb de- 
scribed by the author is a spiral groove 1% in. wide 
and a little over one turn in length in a socket of 


Diagrammatic drawing of a socket showing the groove 
and the valve, 


duralumin. The bare stump is pushed into the 
socket and the leg is held in place without’ any 
straps or additional support. A valve at the bottom 
of the socket permits the escape of air from within, 
and when it is closed a negative pressure or vacuum 
is produced on attempts to withdraw the stump. 
Little reports eleven cases in which this leg has given 
complete satisfaction and there has been no ulcera- 
tion or circulatory disturbance of any kind. 
Cuester C, Guy, M.D. 
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BLOOD VESSELS 


Wermbter, P.: A Statistical Contribution on 
Thrombosis and Pulmonary Embolism with 
Regard to the Trendelenburg Operation (Sta- 
tischer Beitrag ueber Thrombose und Lungenem- 
bolie im Hinblick auf die Trendelenburgsche Opera- 
tion). Zentralbl. f. Gynack., 1925, xlix, 1560. 


Of a series of 1,837 autopsies performed during the 
years 1902 to 1924, pulmonary embolism was found 
in ninety-two. It occurred in eighteen of 45,000 ob- 
stetrical cases and in seventy of 13,000 gynecological 
cases in which operation was performed. In four 
cases the cause was unknown. 

The right main branch of the pulmonary artery 
was affected almost twice as often as the left. 
This may be explained by the fact that the right 
main branch constitutes the direct continuation of 
the current from the right ventricle, whereas the 
left main branch forms an angle with the current. 

Statistics with regard to the origin of emboli show 
that the left venous trunks are affected more than 
twice as often as the right venous trunks. The 
author reviews the numerous explanations for this 
fact which have been advanced in the literature. The 
primary thrombus is situated most often in the iliac 
or femoral vein. The saphenous vein was never 
found to be the source of emboli. 

With regard to the time of appearance of post- 
operative and postpartum emboli the author con- 
cludes from sixty-five cases that most emboli appear 
during the first fourteen days. Death usually occurs 
immediately or a short time after the appearance of 
the clinical symptoms. 

According to the author’s statistics, it seems evi- 
dent that the Trendelenburg operation can be done 
successfully in a larger number of cases than has 
been assumed heretofore. The author ascribes its 
rare failure to difficulty in establishing the indica- 
tion and too long delay of the operation. 

ScHULTHEIM 


Elting, A. W., and Martin, C. E.: Fat Embolism. 
Ann. Surg., 1925, \xxxii, 336. 


Fat emboli are usually the result of trauma, espe- 
cially to the long bones or fatty structures of the 
body. The symptoms depend upon the amount of 
fat and its distribution in the circulation. In the 
majority of cases the emboli are small and produce 
no symptoms or consequences. In many other in- 
stances the symptoms are probably not recognized, 
while in a smaller number severe symptoms or even 
death results. 

The authors report the cases of two young men 
with fracture of a long bone who were at first prac- 
tically normal after the accident but suddenly 


developed fever, a rapid pulse delirium, and coma 
with Cheyne-Stokes breathing and died within a 
few hours. Complete autopsies revealed fat emboli 
in nearly all of the organs, including the heart, lungs, 
and brain. 

Fat embolism is often mistaken for shock as the 
symptoms are somewhat similar. In ro19, Porter 
stated that many deaths from war wounds were 
due to fat embolism. The condition may follow 
what are apparently mild injuries. 

The discovery at autopsy of fat embolism in the 
absence of infection is presumptive evidence of 
trauma. This fact may be of medicolegal impor- 
tance. 

For the formation of fat emboli fat must be liberat- 
ed from the fat cell, it must be liquid and accessible 
to the circulation, and it must be forced into the 
blood vessels. These conditions are met in bone 
injuries. 

In the two cases reported by the authors, fat from 
different organs, notably the lungs and spleen, was 
extracted, weighed, and compared with the fat from 
the corresponding organs of patients who had died 
from other conditions. The quantity was found to 
be nearly twice as great as in the other cases. 

Fat embolism is the most common form of em- 
bolism. Its causes are trauma affecting the bone 
marrow, operations upon bones, especially so-called 
orthopedic operations, and injury or inflammation 
necrosis of, and operation upon fatty tissue. 

From experiments the conclusion is drawn that 
the embolism is due to the greater viscosity of the 
fat rather than the increased viscosity of the blood 
due to emulsified fat. 

Fat emboli are generalized throughout the body. 
The heart symptoms are probably caused chiefly by 
emboli in the coronary capillaries. 

The symptoms are cardiorespiratory and cerebral. 

The treatment is chiefly prophylactic and sympto- 
matic. None of the present methods of treating the 
condition is of much value. Quiet and the avoidance 
of trauma in fractures and bone operations are rec- 
ommended. Marcus H. Hosart, M.D. 


Dunn, L.: The X-Ray asa Diagnostic Aid in Cases 
of Hemangioma. Ann. Surg., 1925, 1xxxii, 880. 


The demonstration of phlebolites in tumors by 
the X-ray is well known to the roentgenologist and 
is considered a characteristic finding in hamangioma. 
Phlebolites often occur in thrombosed blood vessels. 
They are especially common in the pelvis. The dis- 
covery of multiple round calcified areas in tumor 
masses of an uncertain nature justifies the diagnosis 
of hemangioma. 

Age is not a factor in the development of phle- 
bolites, but the situation of the hamangioma which 
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renders it liable to traumatism or infection favors 
thrombosis and later the deposit of calcium in the 
blood clot. SAMUEL Kaun, M.D. 


BLOOD TRANSFUSION 


Strauss, A. A.: Blood Transfusion by the Direct 
Syringe-Cannula-Needle Method; Its Applica- 
tion in Major Surgery. Surg., Gynec. & Obst., 
1925, xli, 678. 

Strauss summarizes the indications and contra- 
indications for blood transfusion and advocates 
more extensive use of the procedure in major surgery. 
He believes that good postoperative results would 
be obtained more frequently if transfusions were 
administered before operation in a greater number 
of cases. 

In order to prevent contact of the blood with the 
air, which he holds responsible for post-transfusion 
reactions, Strauss has perfected the syringe-cannula- 
needle method of direct transfusion. The appa- 
ratus for this method consists of three 1oo-c.cm. 
Luer syringes, which usually hold about 150 c.cm. 
of blood, a short piece of rubber tubing, and two 
cannula needles, one for the donor and one for the 
recipient. The cannula needle contains an obturator 
which is beveled at the end like a spinal needle and is 
sharp enough to pierce the skin and vein with ease. 
Midway down the cannula needle is a shoulder with 
a perforation which will admit a cambric needle. 
The technique of inserting the cannula is as follows: 

A blood-pressure apparatus or a small rubber 
constrictor is set on the recipient’s arm and the 
pressure raised to from 60 to 80 mm.Hg. The 
recipient then contracts the muscles of the forearm 
to distend the vein and a fine cambric needle is 
inserted transversely to the long axis of the vein so 
as to transfix the skin and the upper wall of the vein 
and hold the vein solidly against the skin. The 


sharp cannula needle is inserted through the skin 
into the vein just below the cambric needle. The 
cannula is set proximally in the arm of the recipient 
and transfixed by a second cambric needle which 
passes in through the skin on one side, through the 
perforation in the shoulder of the cannula, and out 
through the skin on the opposite side. 

The same technique is used on the donor except 
that the cannula is placed distalward. A Luer 
syringe is washed in saline solution and rinsed in a 2 
per cent citrate solution, but no citrate solution is 
left in it except that which may adhere to its walls. 
The obturator is then removed from the cannula in 
the donor’s arm and the curved adaptor with its 
small piece of rubber tubing and glass syringe is at- 
tached to the cannula. When the donor contracts 
his forearm muscles by opening and closing his 
hand, the blood is easily drawn up into the syringe. 
In fact, without any traction whatsoever, the pres- 
sure of the blood will force the plunger upward as the 
blood runs into the syringe. After 100 c.cm. or more 
is drawn up, the syringe is detached and transferred 
to the recipient, while the assistant draws a second 
syringeful from the denor. After the syringe has 
been used, it ig washed in saline solution and rinsed in 
citrate solution by the nurse. 

In this way, three 1oo c.cm. Luer syringes are 
kept going in rotation, and from 600 to 800 c.cm. of 
blood can easily be transfused in ten minutes. ‘There 
is, however, no necessity for haste, as the blood 
does not coagulate within the syringe for at least four 
or five minutes. In some cases, an incision over the 
vein of the recipient may be necessary. In infants, 
the blood is introduced into the longitudinal sinus 
through the anterior fontanel. 

Strauss claims that besides being very simple, this 
method causes no injury to the vein wall and is 
seldom followed by a reaction. 

Joun J. Matoney, M.D. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Anderson, G. H.: Cardiac Factors in Surgical 
Indications. Northwest Med., 1925, xxiv, 610. 


The author quotes Mackenzie as stating that 
sinus arrhythmia indicates a healthy myocardium. 
The presence of extrasystoles does not in itself in- 
crease the risk of a surgical operation. Extra- 
systoles may occur in grave heart disease or in 
hearts that are apparently normal from every other 
standpoint. Other factors than the extrasystoles 
must determine the ability of the heart to stand 
operation. Auricular fibrillation, the most common 
type of serious arrhythmia, greatly increases the 
danger of operation. If the heart is compensated, 
patients with auricular fibrillation can often with- 
stand extensive operative procedures. As a rule, 
surgery should be limited to emergency measures. 
Cases with auricular fibrillation occurring in the 
course of exophthalmic goiter can frequently be 
transformed into reasonable operative risks by the 
use of Lugol’s solution. 

The various forms of heart block are rarely pre- 
sented in the selection of cases for operation. 

Functional murmurs and well-compensated mitral 
insufficiency murmurs do not lessen operability. 

Mitral stenosis is one of the most important types 
of valvular disease in which major surgery has been 
regarded as dangerous. However, valvular disease 
is of inverse importance to the degree of compensa- 
tion and the ability to maintain it. Surgeons are 
operating upon major surgical lesions in the presence 
of mitral stenosis. 

Aortic insufficiency may cause sudden death and 
adds to the operative danger even when there is no 
evidence of myocardial insufficiency. 

Aortic stenosis increases the danger of operation. 

The recognition of myocardial insufficiency in a 
heart with a regular rhythm is a difficult problem. 
In the case of a patient of advanced years with a 
history of dyspnoea, however slight, the presence of 
a pulsus alternans must be given serious considera- 
tion when operation is contemplated. Pulsus alter- 
nans is evidence of grave cardiac disease and contra- 
indicates all except emergency operations. Myo- 
cardial insufficiency without a pulsus alternans also 
greatly modifies the operative indications. 

Angina pectoris adds greatly to the risk of opera- 
tion. The occurrence of abdominal symptoms, such 
as belching, vomiting, diarrhoea, and frequency of 
urination, with angina pectoris may lead to error in 
the diagnosis and needless surgery. A cardiac in- 
farct with slight elevation of the temperature and 
epigastric pain is another cause of error. 

Wa ter C. BurkeEt, M.D. 


Davis, J. S., and Traut, H. F.: The Blood Supply 
of Whole-Thickness Skin Grafts. Ann. Surg., 
1925, Ixxxii, 871. 

The blood supply to whole-thickness skin grafts is 
established in three ways: (1) the anastomosis of 
small capillaries of about the same caliber; (2) the 
upward growth of capillaries within the old vessels; 
and (3) the invasion of capillaries from the host 
tissues. 

Circulation is first demonstrable in the graft at 
the end of twenty-two hours. Adequate circulation 
which determines the survival of the graft is not 
established until the eighth day. In the interim the 
graft is nourished by a plasmatic circulation and by 
the early anastomosis of small capillaries. 

Any technique which tends to occlude the ves- 
sels of the graft is dangerous. 

SAMUEL Kaun, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Todd, A. T.: Experimental and Clinical Investiga- 
tion of Mercurochrome. Lancet, 1925, ccix, 1017. 


Mercurochrome is a powerful antiseptic of low 
toxicity and rapid’ and deep penetration which 
causes little irritation, does not precipitate albumins, 
and if protected from the light remains stable in 
normal saline solution for a long period of time. 

Its antiseptic properties are augmented by acidity, 
diminished by increased density of the solvent, and 
apt to be Jess apparent in severe infections. Differ- 
ent strains of an organism show differences in sus- 
ceptibility. 

At acidities near normality the antiseptic proper- 
ties of mercurochrome are relatively feeble and un- 
likely to be of value in general infections. 

Howarp A. McKnicat, M.D. 


St. George, A. V.: The Treatment of Sepsis with 
Mercurochrome—220 Soluble: Report of Nec- 
ropsies in Five Cases. J. Am. M. Ass., 1925, 
Ixxxv, 2005. 


The author has collected twelve cases in which 
treatment by intravenous injections of mercuro- 
chrome was followed by death and there was renal 
and colon involvement suggesting mercurial poi- 
soning. 

He reports the clinical histories and autopsy find- 
ings of five cases in which mercurial poisoning was 
considered a contributory factor in the fatal out- 
come. The toxicity of the drug was shown by the 
presence of mercury in the viscera in every case re- 
ported in amounts even larger than those found in 
cases of mercuric chloride poisoning. 
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The indication for the use of the mercurochrome 
in the five cases was septicemia. In four, the 
septicemia was due to abortion, and in one, to infec- 
tion of the hand. In every case in which the urine 
contained albumin and casts previous to the injec- 
tion, it contained, in addition, pus and blood after 
the injection. The usual sequence was acute colitis 
followed by diarrhoea with bloody stools. 

The total doses employed were 20 c. cm. of a 
I per cent solution in two cases, 40 c. cm. in two 
cases, and 160 c. cm. in one case. The dose was 
given in 10- or 20-c. cm. portions separated by a day 
or several days. Blood cultures, when positive be- 
fore the injection, were not affected following the 
injection in any case. 

In every instance autopsy revealed acute paren- 
chymatous nephritis and acute ulcerative colitis. 

The author suggests that, in patients who survive, 
a chronic nephritis may persist after the subsidence 
of the acute nephritis. J. C. Carver, M.D. 


Lundy, J. S.: Carbon Dioxide as an Aid in General 
Anesthesia. J. Am. M. Ass., 1925, Ixxxv, 1953. 


Carbon dioxide was used as an auxiliary to various 
anesthetics for operations in about every surgical 
field in more than 1,300 cases. The author de- 
scribes his technique and gives the percentages of 
the various inspired gases at different stages of 
anesthesia. He uses carbon dioxide with nitrous 
oxide, ethylene, or ether, or combinations of them. 


The amount administered is measured both by 
capacity and by holes in the Gwathmey machine. 
Carbon dioxide permits the induction of ether anzs- 
thesia more quickly and with less ether. It de- 
creases struggling in the early stage and eliminates 
respiratory inhibition and straining when the peri- 
toneum is cut. There is an optimal percentage of 
carbon dioxide at every stage; at no time should an 
excessive amount be given. These points are judged 
by the patient’s reaction, especially the depth of 
respiration; the latter should be approximately 
doubled. Overdose is manifested by coughing, 
holding the breath, and too vigorous movements of 
the abdomen and chest. 

In obstetrical cases, carbon dioxide can be added 
to nitrous oxide and oxygen with advantage. Ni- 
trous oxide is replaced by ethylene as the pains in- 
crease. As the head reaches the perineum, carbon 
dioxide helps to check the patient’s tendency to hold 
her breath and bear down; at this stage carbon diox- 
ide accelerates the induction of the deeper anzxs- 
thesia required. 

A method of resuscitating the newborn infant with 
artificial respiration and carbon dioxide under slight 
pressure is described. 

The author and his associates find that with 
carbon dioxide it is easier to induce and to main- 
tain anesthesia; therefore they are reluctant to 
administer an anesthetic without having carbon 
dioxide at hand. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Desjardins, A. U.: Common Misconceptions in 
Radiotherapy. Surg., Gynec. & Obst., 1926, xlii, 64. 


Desjardins states that there is much confusion 
among surgeons and internists concerning the 
relative advantages of the X-rays and radium in the 
treatment of disease because enthusiasts advise one 
agent to the exclusion of the other, when in reality 
each has its special field. 

The author shows that increasing depth doses, by 
increasing filtration and distance, require such a 
large amount of radium or such an increase in the 
time of exposure that they are impracticable beyond 
narrow limits. The maximal usefulness of radium 
is limited to a short radius. The chief indication for 
radium treatment is presented by tumors of limited 
size situated at or near the surface or accessible from 
the exterior, the extent of which can be determined 
definitely. Radium is most useful when it is im- 
planted throughout the tumor so that a uniform dose 
is delivered to all parts of the neoplasm. If the lesion 
is large, irregular, and ill-defined, and especially if it 
is below the surface, radium is not the agent of 
choice. In many cases the X-rays and radium can be 
combined, the radium being used to cause degenera- 
tion of the local malignant zone and the X-rays to 
care for outlying elements. 

Carcinoma of the breast with widespread dissem- 
ination into the axilla and supraclavicular space is 
best treated by the X-rays, but radium may be 
embedded in the primary tumor. Pre-operative and 
post-operative radiation of the breast is best done 
by the X-rays because it is essential to irradiate a 
large territory uniformly and this is not feasible 
with radium. 

At short range, radium has a more intense action 
than the X-rays and therefore may be useful when 
the X-rays no longer influence superficial carci- 
nomatous nodules. ‘The reverse is seldom true. In 
superficial recurrence, radium may give temporary 
benefit when the effectiveness of the X-rays has been 
lost because of increasing tolerance of the lesion. 
Therefore the use of radium should be reserved until 
the power of the X-rays has been exhausted. 

In cases of malignant lymphoma the lymph nodes 
throughout the body may be diseased. Accordingly, 
in such cases it is best at first to treat all of the main 
lymphatic groups with the X-rays whether they are 
clinically involved or not. When rapid reduction of 
the nodes is necessary, radium may be used with 
caution. The most important factor deciding the 
intensity and concentration of treatment is clinical 
judgment. 

Tumors deep in the thorax or abdomen are best 
treated with the X-rays, because the full extent of 


the dissemination cannot be ascertained. The choice 
between the X-rays and radium in the treatment of 
benign lesions rests on their extent, volume, and 
depth. 

The theory that radium or the X-rays can in- 
crease the rate of growth of tumors has been ad- 
vanced and mention has often been made of a so- 
called “‘stimulating dose.” Following a brief review 
of the experimental evidence on this point Desjar- 
dins states that while a transient phase of increased 
cellular activity has been repeatedly observed in 
plants and animals, the mature products have always 
been either normal or deficient; they have never been 
larger than the controls and have not matured in 
less time. Furthermore, that the results of biological 
experiments have been entirely in accord with our 
experience in radiotherapy in human beings. Not 
the slightest evidence has been obtained in support 
of the theory of stimulation in the sense of continued 
acceleration of cell life. The effects of the X-rays 
or radium on the skin are degenerative (epilation, 
inflammation, atrophy, ulceration). Repeated ex- 
posure may cause the skin to degenerate or to be- 
come malignant. This is not stimulation in the 
sense mentioned, but aberrant function from 
chronic irritation. It has never been shown that the 
rate of tumor growth is accelerated by radiation. 

The author discusses also the question as to how 
the effects of radiation are produced and whether 
such effects are an indirect or direct result of radia- 
tion. He contends that the changes brought about 
by radiation in tumors are of the same order as those 
produced in normal cells. From many examples be 
concludes that most of the evidence now available 
proves that such effects are direct rather than in- 
direct. There is no proof that the systemic defense 
against cancer can be increased by radiation. Men- 
tion is made of the action of the X-rays and radium 
on the skin and the reaction produced; also of the 
action of such rays on the intestine (experiments of 
Martin and Rogers, and Warren and Whipple) 
which can be interpreted only as direct effects. The 
destruction and disappearance of malignant cells in 
a tumor and their replacement by connective tissue 
cannot be interpreted as evidence of connective 
tissue stimulation by the rays as it is a universal 
phenomenon after degenerative processes and fol- 
lows one of the main laws of general pathology. 


Amundsen, P.: Roentgen Treatment of Glandular 
Tuberculosis. Acta radiol., 1925, iv, 340. 


The author has re-examined 150 persons who were 
given roentgen treatment for glandular tuberculosis 
during the years 1915-1922 inclusive. 

The cases are divided into three groups, Group 1 
including thirty-two cases of simple hypertrophy of 
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the glands; Group 2, sixty-five cases of glandular 
hypertrophy with periadenitis; and Group 3, fifty- 
three cases of suppurative glands and fistule. A 
cure was obtained in twenty-six (81 per cent) of the 
cases of Group 1, thirty-two (49 per cent) of those of 
Group 2, and forty-one (77.4 per cent) of those of 
Group 3. In the total number of cases a cure was 
obtained in 66 per cent. Recurrence developed in 4 
per cent, and cutaneous changes occurred in 10 per 
cent. 

The author cautions against continuance of the 
treatment for a period of years as this makes it im- 
possible to prevent cutaneous changes. Each series 
of irradiations should be distributed over several 
days and there should be an interval of from three to 
six weeks between the different series. 


Stenstroem, W., Mattick, W., and Schreiner, B.: 
A Practical Method for Applying X-Rays, 120- 
150 Per Cent of the Skin Dose, to the Tumor 
Without Injury to the Skin. Acta radiol., 1925, 
iv, 347- 

The authors state that with the use of three adja- 
cent triangular fields it is possible to concentrate 
more than too per cent of the erythema dose into a 
tumor from 3 to 5 cm. under the skin without in- 
juring the skin. Physical problems connected with 
this method of treatment are discussed and it is 
shown how the roentgen rays should be directed 
under different conditions and how the normal tis- 
sues should be protected. 

The distribution of the roentgen-ray absorption 
within the tissues is demonstrated by photographs 
and measurements. 

Three cases treated in the manner described are 
reported to illustrate the types and locations of 
tumors which react favorably and the results that 
may be expected. 


RADIUM 


Handley, W. S.: The Encirclement Method of 
Using Buried Radium Tubes. Brit. J. Radiol., 
1925, XXX, 422. 


This article deals with radiosurgery by the buried 
tube method. Only the treatment of single nodules 
is discussed. The author emphasizes that it is 
erroneous to believe that malignant nodules are 
homogeneous, that the extent of a malignant nodule 


can be ascertained by clinical examination, and that 
extension occurs equally in all directions. 

Every aggregation of carcinoma cells undergoes 
spontaneous degeneration and fibrotic changes in its 
central portion, and the center of the mass will 
succumb to smaller doses of radium than the pe- 
riphery. 

The destruction of the palpable lump is of less im- 
portance than the arrest of the spread of the disease. 
A malignant mass has a definite edge which can be 
palpated, but beyond this edge there is usually an 
infiltrative edge containing actively growing cells 
which are much more dangerous than those found in 
the palpable mass. In addition, there are actively 
growing cells in the lymphatic channels which 
spread by permeation and often outstrip the infiltra- 
tion process. 

Since the infiltration and permeating cells are 
better nourished and more dangerous than the others, 
radium treatment is better directed against the 
former than against the palpable mass. Such treat- 
ment of the zone of microscopic cells beyond the 
palpable area the author designates as the “ encircle- 
ment method.” This method of applying radium is 
similar to that adopted in the pursuit of big game, 
i. e., the corralling of the game in a continually 
narrowing ring of beaters. 

The plane or sphere in which the radium tubes are 
placed is determined by the spread by infiltration or 
permeation as the case may be. Infiltration has a 
tendency to spread through loose areolar tissue. In 
the case of a nodule beneath the skin this plane is the 
midplane of the subcutaneous tissue. Spread by 
permeation occurs through the plane of the main 
lymphatic drainage of the skin and subcutaneous 
tissues. Therefore the spread by infiltration and by 
permeation will probably be stopped by radium 
tubes laid upon or near the surface of the deep fascia. 
In addition, this method will form an area of obliter- 
ative lymphangeitis blocking the main channels of 
spread by permeation. 

While the sole object of the first. encirclement 
treatment is the arrest of spread by infiltration and 
permeation, the nodule will frequently receive sufli- 
cient irradiation to destroy it. If not, it may be 
irradiated six weeks later by burying the radium 
within it. 

Four cases treated by the encirclement method 
are reported. A. James Larkin, M.D. 


j 
f 


MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Rose, E.: Dangerous Late Sequelz of Paraffin 
Injections (Gefaerliche Spaetfolgen von Paraffinin- 
jektionen). Beitr. z. klin. Chir., 1925, cxxxiv, 244. 

In the injection of paraffin, the dangers due to 
imperfect technique or the use of improper material 
are avoidable, but in no case is it possible to exclude 
a tissue reaction. Such reactions range from the 
walling off of the paraffin by a delicate connective 
tissue capsule to the formation of a paraffin tumor, 
a parafiinoma. The latter type of reaction is not 
rare. Ina relatively short period of time Nordmann 
saw three cases. In all of these, Eckstein’s hard 
paraflin was used. 

In the first case the injection into both breasts was 
followed by constant and at times unbearable pain, 
and the cosmetic result was absolutely negative. 
The masses were removed. 

In the second case injections into both breasts 
were followed eighteen years later by severe swelling 
and general sepsis. In the author’s opinion, the 
bacteria became localized in an area of diminished 
resistance produced by the paraffin and from there 
entered the blood stream. It was necessary, in the 
presence of a high fever, to excise all of the glandular 
tissue of both breasts. The masses of paraffin were 
found surrounded by phlegmonous oedema. 

In the third case an adenocarcinoma developed on 
one side twenty years after injections of paraffin into 
both breasts. The fact that a paraffin ester was 
found in the cancer substance suggests that the can- 
cer formation was due to the irritation produced by 
the paraftin. 

The author concludes that paraffin injections 
should be abandoned not only because they are 
dangerous but also because modern surgery offers 
better methods such as the transplantation of fat. 

SONNTAG (Z). 


Shiro, A.: Bilateral Spontaneous Gangrene of the 
Lower Extremities and a Contribution on the 
Pathology of the Condition (Ueber die Entste- 
hung der Spontangangraen der beiderseitigen Unter- 
extremitaeten und Beitraege zur Pathologie der- 
selben). Nisshin-Igaku, 1925, xiv, 1637. 

To date, spontaneous bilateral gangrene of the 
lower extremities, which constitutes a third of all 
cases of spontaneous gangrene, has been studied 
chiefly in amputation specimens instead of by autop- 
sy. In two cases which came to autopsy Shiro found 
diffuse thrombosis of the lower half of the abdominal 
aorta. In one case there was a thrombus extending 
upward from the right femoral artery beyond the 
bifurcation of the abdominal aorta and down into 


the left femoral artery. Histological study showed 
that it was oldest in the right popliteal vessels, more 
recent in the vessels of the right thigh, and most 
recent in the abdominal aorta and the vessels of the 
left leg. In the other case, an older independent 
thrombus in the vessels on the left leg was found in 
addition. 

The clinical and autopsy findings—the chronic 
course of the condition, the absence of abdominal 
symptoms, the absence of conditions in other parts 
of the circulatory system which might cause emboli, 
and the difference in the age of the thrombi in the 
lower half of the abdominal aorta—made it possible 
to rule out spontaneous and embolic gangrene of the 
aorta. Histological study disclosed generalized 
syphilitic arteritis which was especially evident in 
the upper third of the femoral artery (breaking up 
or disappearance of the elastic fibers, etc.). 

Haga noted a relation between gangrene and 
syphilitic arteritis, but only in amputation speci- 
mens. 

In conclusion the author states that spontaneous 
bilateral gangrene of both lower extremities is due 
not uncommonly to a high thrombus formed by 
the upward extension of a thrombus in one leg, and 
that in some cases syphilitic injury of the general 
vascular system plays a part. Tockucka (Z). 


Cramer, W.: The New Outlook on Cancer. Brit. 
M. J., 1926, i, 175. 

At its inception cancer is localized. It is therefore 
curable if it is diagnosed and removed early. 

The cells of many of the mouse tumors which are 
now being propagated in the various laboratories 
belong to animals which died fifteen or twenty years 
ago. It might be said that the cancer cell has gained 
immortality. 

The process by which an area becomes cancerous 
as the result of chronic irritation is a very slow one, 
its duration in man being possibly from ten to twenty 
years. 

The work of Gye and Barnard is reviewed. Gye 
believes that cancer is due to an ultramicroscopic 
virus common to different classes of animal, but 
that for the production of a cancer the presence of 
an accessory factor or factors furnished by the bio- 
logical condition of the cell is also necessary. Gye’s 
theory combines the parasitic and biological con- 
ceptions of cancer. Carv R. Steinke, M.D. 


Bell, W. Blair: The Specific Character of Malignant 
Neoplasia, with Special Reference to the Con- 
trol of Cancer from this Standpoint. Lancet, 
1925, CCix, 1003. 

The author believes that cancer is a specific 
process. The growth of benign neoplasms and somatic 


318 


cells 
} plas 
tion 
the | 
are 
A 
bac! 
cyst 
mat 
of 
abst 
vasi 
nor! 
mal 
biol 
stru 
inte 
Wh 
bee 
rest 
B 
ovu 
orig 
sup 
fect 
fact 
pov 
the 
sely 
ver 
nut 
ver 
unc 
like 
fro 
tun 
| blo 
ma 
son 
vir 

of 
the 
tha 
to 1 
apy 
the 
I] 
the 
res 
sho 
dir 
ma 
cor 
the 
ma 

|_| 


OO 


MISCELLANEOUS 319 


cells is due to intrinsic stimuli. In malignant neo- 

lasia the same factors are at work, but the condi- 
tion of the cells upon which they act is different. 
The difference appears to be that the cells in which 
the abnormal development occurs are not healthy or 
are not functioning normally. 

As the result of some exciting cause, the cell goes 
back to the form it had at the time it was a blasto- 
cystic cell and derived its nourishment from the 
maternal tissues. 

In man, this process may be fraught with dangers 
of various kinds, not the least of which is the 
absence of the inhibitory factor which keeps the in- 
vasion of the trophoblastic cells from exceeding the 
normal limits and developing into the abnormally 
malignant process. 

Malignant neoplasia in the human subject is a 
biological atavism. The trophoblast is engaged in a 
struggle for existence. Unless it can eat its way 
into the maternal tissues, the whole ovum perishes. 
When once a large enough source of food supply has 
been tapped, the somatic cells send a hormone to 
restrain chorionic activity. 

Because of the method of implantation of the 
ovum in the human subject and because of the 
origin of chorionepithelioma, it seems reasonable to 
suppose that, as the result of senility, injury, in- 
fection, and the other inciting and predisposing 
factors, cells of somatic tissues may slowly lose their 
power of obtaining or utilizing nutriment and, as 
the process of starvation is a slow one, adjust them- 
selves to the altered and altering conditions by re- 
verting to the earlier undifferentiated chorionic, 
nutriment-seeking type. Once started on the per- 
verted course, there is no reason why the growth of 
undifferentiated somatic cells should be arrested, for 
like those of the chorionepithelioma, they are free 
from differentiated somatic control. 

Malignant processes occur in non-malignant 
tumors. The change may be due to limitation of the 
blood supply. The more nearly the structure of a 
malignant growth approaches the structure of the 
somatic tissue in which it is developed, the less its 
virulence. 

Neoplasms which resemble in texture an early phase 
of the normal development of the tissue in which 
they arise are the most malignant. It is axiomatic 
that the nearer the character of the neoplastic cell 
to the trophoblastic phase, the nearer will the growth 
approach in malignancy the intensity exhibited by 
the unrestrained chorionic epithelium. 

Lead has a specific action on the chorionic epi- 
thelium, causing coagulation necrosis in the cells 
resulting in abortion. 

Lead will arrest or kill all growth processes, but 
shows increasing toxicity toward growing tissues in 
direct proportion to their rapidity of growth and 
malignancy—that is, to the water, phosphatide 
content, and phosphatide-cholesterol ratio—and 
these substances are present in greater quantities in 
malignant than in normal somatic tissues. 

Howarp A. McKnicat, M.D. 


Dublin, L. I., Kopf, E. W., and Van Buren, G. H.: 
Cancer Mortality Among Insured Wage Earners 
and Their Families, 1911 to 1922. New York: 
Metropolitan Life Insurance Company, 1925. 


Cancer was the fifth cause of death in numerical 
importance during the period 1911 to 1922, being 
outranked only by heart disease, tuberculosis, 
Bright’s disease, and pneumonia. 

During the last two years of the period the relative 
rank of cancer as a cause of death was higher than 
in the prior years. In 1921, only heart disease and 
tuberculosis had higher death rates. 

When a child reaches the age of 10 years it is more 
apt to die ultimately from cancer than from tu- 
berculosis or pneumonia. Heart disease, chronic 
nephritis (Bright’s diseasey, and cerebral hamor- 
rhage (apoplexy) are the only diseases which are 
more likely than cancer ultimately to cause the 
death of a male who has reached the age of 10 
years; and only heart disease and cerebral hemor- 
rhage are more likely to cause the death of a female 
who has lived 10 years. Of 100 boys 1o years old, 
the probability is that more than eight will even- 
tually die of cancer. Of 100 girls 10 years old, more 
than eleven will eventually succumb to cancer. 

During the twelve years studied, the mortality 
from cancer increased in the industrial population of 
the United States and Canada. In the drawing of 
this conclusion allowance was made for more ac- 
curate reporting and certification of causes of death 
—factors which would in themselves tend to raise 
the apparent death rate. It is believed that even 
after further allowance is made for improvement 
in medical diagnosis, the conclusion would remain 
essentially the same. However, the actual increase 
in the cancer death rate has been small—much 
smaller than might be inferred from an analysis of 
published crude death rates. It has been greater 
among males than among females. 

The death rate has not been increasing uniformly 
at the several age divisions in life. There was prob- 
ably a slight decline among females between 35 and 
55 years of age and a significantly upward trend in 
both sexes after the fifty-fifth year. The more ad- 
vanced the age, the greater has been the rate of 
increase. It is thus evident that the gravity of the 
cancer situation is greatest in the older ages of life, 
not only from the standpoint of maximum incidence 
of malignancy, but also from that of increasing 
mortality. The possibly slight fall between the 
thirty-fifth and fifty-fifth years of age may mean 
that there has been some response to the campaign 
of education for cancer prevention at this age, when 
persons are more amenable to instruction, come 
more often under medical supervision in the course of 
treatment for minor acute illnesses, and apply, to 
a greater extent than those of more advanced age, 
the lessons taught through the public press and 
health organizations. The observed slight improve- 
ment may therefore be, in part, the result of the 
saving or prolonging of the lives of increasing num- 
bers of personsafiected with tumors by early operation. 
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Although cancer is seldom regarded as an im- 
portant disease in childhood and adolescence, a 
considerable number of deaths from this cause occur 
before the age of 25 years. More than 2 per cent of 
industrial policyholders dying of cancer were under 
25 years. Practically one-third of all of the deaths 
from cancer of the brain, one-quarter of those from 
cancer of the bones, the kidneys, and the supra- 
renals, and one-eighth of those from cancer of the 
lung and pleura occurred among policyholders under 
25 years of age. The type of malignant growth 
known as sarcoma is responsible for most of the 
deaths of young children reported as due to cancer. 
In considering these figures it must be borne in mind 
that the insured population in the Industrial De- 
partment of the Metropolitan Life Insurance Com- 
pany is richer in young persons than the general 
population. 

Deaths from cancer of the stomach and liver, the 
female genitals, and the peritoneum, intestines and 
rectum constitute together over two-thirds of the 
mortality from cancer. In cancers of the stomach 
and liver there is little difference in the death rate 
of males and females. In cancer of the peritoneum, 
intestines, and rectum, the death rate is much higher 
among women than among men. ‘The relatively high 
death rate due to these cancers, together with that 
due to cancer of the female genital organs and that 
due to cancer of the breast makes the female death 
rate from cancer as a whole higher than the male 
death rate. Buccal cavity and skin cancers, espe- 
cially the former, are much more common in men. 

The relatively high mortality of cancer of the 
peritoneum, intestines, and rectum among females 
conforms to the observations made with regard to 
certain other abdominal diseases. Intestinal tuber- 
culosis and tuberculous peritonitis, unlike other 
forms of tuberculous disease, also have a higher 
mortality among women than men. We know of 
no satisfactory explanation for this. The death rate 
of females is also higher than of males in a more 
heterogeneous group of intestinal conditions includ- 
ing intestinal adhesions, “chronic constipation,” 
fecal fistula, intestinal gangrene, intestinal hamor- 
rhage, intestinal paralysis, etc. This again suggests 
a relationship between the diseases of the female 
sex organs and those of the intestinal tract. 

The death rate of cancer of the stomach and liver, 
for all color-sex-age classes combined has shown no 
decided upward or downward tendency. In one 
color-sex group alone, colored males, was there an 
unmistakable rise. 

Cancers of the pharynx and of the oesophagus are 
rare among females, but growths of the liver and gall 
bladder are much more frequent among females 
than among males. 

Next to the stomach and liver, the female genitals 
are the most important sites of malignant disease. 
Among colored women, the death rate due to can- 
cer of the genital organs is even higher than that of 
cancer of the stomach and liver. The death rate 
was practically stationary during the twelve-year 


period, although a definite rising tendency is jn 
evidence in both white and colored women in the 
age-group from 65 to 74 years. In white women, 
more than eleven-twelfths malignant growths of 
this type occur in the uterus whereas in colored 
women 97 per cent are found in that organ. The 
death rate among colored women from uterine can- 
cers is very high. 

The mortality of cancers of the intestinal tract 
has shown a more pronounced upward trend than 
that of any other group of malignant growths, par- 
ticularly among the whites of both sexes. Among 
colored females the only significant rising tendency 
shown in this group was to be noted between the 
ages of 55 and 64 years. 

More than 60 per cent of the mortality from this 
group of cancers was due to growths in the small 
intestine or some part of the large intestine other 
than the rectum and anus. About 31 per cent of the 
deaths were due to rectal and anal growths, while 
6.5 per cent were due to cancers in the mesentery or 
peritoneum. 

Rectal and anal cancers exact a particularly heavy 
toll of life among negro women; in fact, they are 
the only cancers in the entire group of malignant 
growths of the peritoneum, intestines, and rectum. 
which cause a higher mortality among colored per- 
sons than among whites. Further research is ob- 
viously indicated to determine whether colored 
women suffer more than white women from rectal 
and anal ulcers, abscesses, and other inflammatory 
processes and if so, whether such conditions fre- 
quently develop into malignant growths. 

Breast cancers cause 13.5 per cent of all deaths 
from cancer among white females. The rate runs 
higher among colored women than among the white. 
Its course has been upward among white women in 
only one age group: 55 to 64 years. Among both 
white and colored women combined and at all ages 
combined there was no material change in the 
mortality from this cause. 

Cancer of the buccal cavity constituted 8.9 per 
cent of all cancers in white males and 6.9 per cent 
of those in colored males. Only 1 per cent of deaths 
from cancers in females were due to buccal cavity 
growths. The mortality is higher among white men 
than colored men, but among women the situation 
is reversed. 

At all ages combined no significant upward or 
downward trend in the death rate was observed for 
any color-sex group. The rate declined among white 
males aged 75 years and over and among colored 
males between 45 and 54 years of age; also among 
white females between 55 and 64 vears. Most of the 
deaths resulted from growths of the tongue and jaw. 

Cancer of the skin constituted 4.1 per cent of all 
cancers in white males, 2.1 per cent of those in col- 
ored males, 1.8 per cent of those in white females, 
and o.9 per cent of those in colored females. The 
mortality of cancer of the skin is higher among white 
persons than among colored persons. In the cases 
reviewed the mortality among white men _ was 
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three and one-half times that among colored men 
and the mortality among white women was almost 
two and one-half times that among colored women. 

Cancer of the bladder, the lung, the pleura, and, 
more particularly, the larynx, register higher death 
rates among males than among females. Cancers of 
the kidneys and, suprarenals show no difference in 
sex incidence. 

Cancer is increasing strikingly among men in a 
number of organs or sites which are not now seg- 
regated for statistical study. 

DUCTLESS GLANDS 
Abel, J. J.: Some Recent Advances in Our Knowl- 
edge of the Ductless Glands. Bull. Johns Hopkins 
Hosp., Balt., 1926, xxxviii, 1. 

In his discussion of the organs of internal secretion 
Abel describes the thyroid, parathyroid glands, 
pituitary body, suprarenal bodies, pancreas, sex 
glands, the upper part of the duodenum, the liver, 
and the thymus. 


New hormones are being discovered from time to 
time. A striking characteristic of the internal secre- 
tions is their potency; even very small quantities 
produce effects. On the other hand, years are often 
necessary for the full development of the results of 
an increase or decrease of secretion of an endocrine 
gland or its complete removal. 

The mode of action of a given hormone on a given 
tissue or organ depends upon the chemical or func- 
tional state of the latter. The presence of a modily- 
ing agent in a tissue may so alter its response to a 
hormone that the usual action of the hormone is 
completely reversed. This explains why, under given 
conditions, one and the same hormone may act in 
one way upon one animal and in the opposite man- 
ner upon another animal of the same species. 

The author discusses also the relation of the 
hormones to biological problems and the interrelation 
of the endocrine organs. The suprarenal gland and 
hypophysis cerebri and their secretions are described 
in detail. Car R. M.D. 


in 
the 
en, 
of 
ed 
‘he 
in- 
ict 
an 
ur- 
ng 
cy 
he 
1is 
all 
er 
he 
ile 
or 
ry 
re 
nt 
m. 
r- 
: 
d 
al 
Is 
n 
it 
y 
n 
n 
r 
r 
| 
| 


BIBLIOGRAPHY of CURRENT LITERATURE 


Notre.—Tue Face Ficures in BRACKETS AT THE RIGHT OF A REFERENCE INDICATE THE PAGE or Tuts 
IssuUE ON WHICH AN ABSTRACT OF THE ARTICLE REFERRED TO May Be Founp. 


SURGERY OF 


Head 


The diagnosis of lateral sinus thrombosis. C. C. Eves. 
Ann. Otol., Rhinol. & Laryngol., 1925, xxxiv, 1082. 

A departure in the management of infections of the sig- 
moid sinus. O. J. Dixon. Arch. Otolaryngol., 1925, ii, 
453: 259 

Roentgenographical examination of the base of the skull 
and the upper cervical vertebrae; the Gargoyle position. 
Hf. Firecker. Med. J. Australia, 1925, ii, 678. 

Muscle training in facial orthopedics. J.T. QuINTERO, 
Radiography, 1925, xi, 1081. 

Drainage of the parotid gland: an operation in a case of 
injury to Stenson’s duct. N. W. Gitterre. J. Am. M. Ass., 
1925, Ixxxv, 1804. 

The diagnostic value of a practical study of the temporo- 
mandibular joint. G. P. Putts. Dental Cosmos, 1925, 
Ixvii, 1184. 

Sarcoma of the superior maxillary bone and pellagra. 
P. E. Dinkins. J. Nat. M. Ass., 1925, xvii, 196. 

Resection of the superior maxilla under local anesthesia. 
Pate. Lyon chir., 1925, xxii, 698. 

Osteomyelitis of the mandible. J. R. Cameron. J. Am. 
M. Ass., 1925, Ixxxv, 1802. 


THE 


Eye 


Ophthalmic folk-lore. Brit. J. Ophth., 1925, ix, 638. 

Ocular protection for ae workers. J. M. PATTON. 
Am. J. Ophth., 1925, 3 s. viii, [259] 

Eyedness and handedness. Am. J. Ophth., 
1925, 3 S., Vili, 933. 

Results accomplished in the conservation-of-vision 
classes in Philadelphia. M. SMuKiER. Atlantic M. J., 
1925, Xxix, 157 

Subnormai accommodation. A. Duane. Arch. Ophth., 
1925, liv, 566. [259] 

Vision in light of reduced intensity. C. Epmunp and H. 
U. Moetter. Arch. Ophth., 1925, liv, 531. (259 

The colors of after-images following strong light-stimuli. 
H. Weve. Brit. J. Ophth., 1925, ix, 627. 

Eyestrain. O. T. Osporne. Med. J. & Rec., 1925, cxxii, 
6. 


Epilepsy in its relation to ocular strain. J. A. MorGan. 
Am. J. Ophth., 1925, 3 s., viii, 959. 

Some observations in ametropia and heterophoria. H. F. 
HAanseti. Atlantic M. J., 1925, xxix, 147. 

Corrections in ametropia and heterophoria. T. B. 
SCHNEWEMAN, Atlantic M. J., 1925, xxix, 150. 

Heterophoria and its treatment. C. E. G. SHANNON. 
Atlantic M. J., 1925, xxix, 153. 

A plea for research in the treatment of squint. H. Smrri. 
Indian M. Gaz., 1925, Ix, 559. 

Unilateral proptosis due to scurvy. E. C. Prace. Am. J. 
Ophth., 1925, 3 s. viii, 955. 


HEAD AND NECK 


External eye diseases: presentation of clinical cases. W. 
R. Murray. J.-Lancet, 1925, xlv, 570. 

Subcutaneous injections of copper sulphate in the treat- 
ment of trachoma. J. Lico Pavia and M. Dussetporp, 
Semana méd., 1925, xxxii, 930. 

Sarcoma of the caruncle. J. G. Dorsey and W. G. 
Gritetr. Am. J. Ophth., 1925, 3 s., viii, 942. 

Intranasal dacryocystostomy. J. 5. Fraser. J. Laryn- 
gol. & Otol., 1925, xl, 723. 260 

Dacryocystorhinoplasty. Mosher’s modification of the 
Tito method. S. B. Cowen. Ohio State M. J., 1925, xxi, 
go2. 

Two cases of metastatic ophthalmia. 
Kentucky M. J., 1925, xxiii, 559. 

Sympathetic ophthalmia. W. M. Jones. J. Oklahoma 
State M. Ass., 1925, xviii, 287. 

Acriflavine for gonorrhceal ophthalmia. W. B. Wuerry. 
Am. J. Ophth., 1925, 3 s., viii, 858. 

Classification, causes, and morbid anatomy of conjunc- 
tivitis. C. Beck. Kentucky M. J., 1925, xxiii, 560. 

The symptoms and prognosis of conjunctivitis. W. Dean. 
Kentucky M. J., 1925, xxiii, 564. 

Ophthalmia neonatorum and vernal conjunctivitis. J. D. 
Hertzer. Kentucky M. J., 1925, xxiii, 566. 

The treatment of conjunctivitis. A. 'L. Bass. Kentucky 
M. J., 1925, xxiii, 570. 

Foreign body in eye; report of two cases. I°. R. Vierecc. 
J. Oklahoma State M. Ass., 1925, xviii, 290. 

Melanosis oculi. A. B. Reese. Am. J. Ophth., 1925, 
3 S. Vili, 865. {260} 

Colloid excrescences in the lamina vitrea. L. G. Dopps. 
Rev. Soc. argent. de oftalmol., 1925, i, 25 

Corneal complication. G. C. Hatt. heeds M. j., 
1925, xxiii, 568. 

Nutritional keratomalacia: report of a case. A. B. 
Scuwartz. J. Am. M. Ass., 1925, Ixxxv, 2025. 

Keratitis parenchymatosa circumscripta. C. E. WiL- 
LiAMs. J. Ophth., Otol. & Laryngol., 1925, xxix, 450. 

Keratitis disciformis. C. E. Ibe. Am. J. Ophth. +» 1925, 
3 S. Vili, 961. 

The etiology and pathology of phlyctenular keratocon- 
— A. H. ALanb. Am. J. Ophth., 1925, 3 s. viii, 


A. P. Scnuttz. Am. J. 


A. O. Prinest. 


ae heat for iridokeratitis. 
Ophth., 1925, 3 s. viii, 958. 

The treatment of serpiginous ulcer of the cornea. D. M. 
Yazujtan. Am. J. Ophth., 1925, 3 s. viii, 962. 

Corneoscleral trephining (E[lliot’s operation). J. M. 
Parrott. South. M. & S., 1925, Ixxxvii, 727. 

A pupillometer. G. E. Ferree and G. Rano. Am. 5. 
Ophth., 1925, 3 s., viii, 945. 

The use and abuse of atropine in the eyes. W. A. Wet- 
DON. Kentucky M. J., 1925, xxiii, 541. 

Extra-ocular hernia of the vitreous. 


J. L. Pavia. Rev 
Soc. argent. de oftalmol., 1925, i, 40. 


322 


wet 


E 
méc 
L 
xlv, 
| 
fere 
Cin 
7 
Ote 
MA! 
19: 
to) 
M. 
ob: 
are 
KH 
j 
38 
W. 
mé 
Or 
ne 
Or 
ac 
co 
al 
x) 
F 
la 
la 
S 
ic 
g 
x 
1 


BIBLIOGRAPHY OF CURRENT LITERATURE 323 


Extra-ocular hernia of the vitreous. J. L. Pavfa. Semana 
méd., 1925, XXXil, 972. 

Diseases of the orbit. W. L. Benepicr. J.-Lancet, 1925, 
xlv, 564. 

ihipect of a case of retrobulbar tumor involving the dif- 
ferential diagnosis of exophthalmos. I. A. ABRAHAMSON. 
Cincinnati J. M., 1925, vi, 526. 

The optic canal in optic atrophy. L. E. Waite. Ann. 
Otol., Rhinol. & Laryngol., 1925, xxxiv, 1210. 

The treatment of tabetic optic atrophy. E. L. ZimMEr- 
MANN. Arch. Ophth., 1925, liv, 545. (260] 

An unusual case of detachment of the retina. F. BEt- 
cert and J. Lico Pavia. Rev. Soc. argent. de oftalmol., 
1925, i, 28. 
yt comments concerning the relationship of tuber- 
culosis to certain fundus changes, with especial reference 
to periphlebitic retinitis. T. B. Hottoway. J. Iowa State 
M. Soc., 1925, xv, 629. [260] 

Presentation of an apparatus for entopic vision and some 
observations on the central retina. Fortin. Rev. Soc. 
argent. de biologia, 1925, i, 570. 

Two cases of herpes zoster ophthalmicus. S. K. Mu- 
KHERJI. Calcutta M. J., 1925, xx, 153. 

Herpes neuralgica. D. J. Lyte. Am. J. Ophth., 1925, 
3S. Vili, 

Endothelioma of the optic nerve. H. Neame and E. 
Worrr. Brit. J. Ophth., 1925, ix, 609. (261] 

Conservative ocular surgery. B. CASTRESANA. Siglo 
méd., 1925, Ixxii, 369, 394. 


Ear 


Facts of audition. I. H. Jones and V.O. KNupsen. Ann. 
Otol., Rhinol. & Laryngol., 1925, xxxiv, 1013. 

The clinical value and diagnostic significance of the 
newer tests for hearing. E. P. FowLer. Laryngoscope, 
1925, XXXv, 896. 

Fundamentals of bone conduction. E. P. FowLer. Arch. 
Otolaryngol., 1925, ii, 529. 26 

The problem of middle-ear mechanics. III. Binaural 
acuity for air- and bone-transmitted sound under varying 
conditions in the external auditory canal. A. G. PoHLMAN 
and F. W. Kranz. Ann. Otol., Rhinol. & Laryngol., 1925, 
XXXiVv, 1224. 

Discussion on artificial aids to hearing. J. K. Love, J. 
F. O’Matiey, W. M. Mo tison, H. and others. 
Proc. Roy. Soc. Med., Lond., 1925, xviii, Sect. ~~ i 

261 

The present status of our knowledge of allergy in its re- 
lationship to otolaryngology. W. W. Duxe. Arch. Oto- 
laryngol., 1925, ii, 587. 

Otolaryngology in relation to general medicine, with a 
special report of cases of scurvy and bronchiectasis. B. R. 
Suurty. Ann. Otol., Rhinol. & Laryngol., 1925, xxxiv, 
1173. 

_ Otomycosis: report of nine cases treated with potassium 
iodide. J. J. Cutsotm and A. C. Sutton. Arch, Otolaryn- 
gol., 1925, ii, 543. [261] 

A helpful instrument in the catheterization of the eu- 
stachian tube. 
XXXV, 940. 

Translucent normal ear drums. M. Metzenpaum. Ann. 
Otol., Rhinol. & Laryngol., 1925, xxxiv, 1159. 

A new artificial ear drum. H. J. Isaacs. Laryngoscope, 
1925, Xxxv, 940. 

Acute otitis media, acute mastoiditis, and nephritis. 
V. K. Hart. South. M. & S., 1925, Ixxxvii, 718. 

Tuberculosis of the middle ear, with the report of a case. 
D. B, Haypen and A. I. Conen. Laryngoscope, 1925, 
Xxxv, 883. 


BLUMENFELD. Laryngoscope, 1925, 


The prevention of chronic middle ear suppuration. G. 
W. Mackenzie. Ann. Otol., Rhinol. & Laryngol., 1925, 
Xxxiv, 1068. 

Operative treatment of chronic middle-ear suppuration. 
G. J. Jenkins, S. R. Scort, and J. B. Horcan. Brit. M. J., 
1925, ii, Sect. Laryngol., Otol., and Rhinol., rro9. 

Chronic non-suppurative middle-ear deafness. Str W. 
MILLIGAN, J. K. Love, N. Mactay, and H. N. Barnett. 
Brit. M. J., 1925, ii, Sect. Laryngol., Otol., and Rhinol., 
1115. 

Old and new therapeutic methods in chronic suppuration 
of the ear. G. Guma. Policlin., Rome, 1925, xxxii, sez. 
prat., 1382. 

The cholesteatoma of the middle ear—its etiology, patho- 
genesis, diagnosis, and therapy. F. R. NaGer. Ann. Otoi., 
Rhinol. & Laryngol., 1925, xxxiv, 1249. 

The value of a roentgenological study of the mastoids to 
the otologist. J. W. Post. J: Ophth., Otol. & Laryngol., 
1925, XXiX, 457. 

Some remarks on mastoiditis. H. E. BLANCHARD. Rhode 
Island M. J., 1925, viii, 197. 

Insulin in diabetes with mastoiditis. T. C. GALLoway. 
Ann. Otol., Rhinol. & Laryngol., 1925, xxxiv, 1184. [262] 

Results in radical mastoid operations as to hearing. P. 
Hammonp. Ann. Otol., Rhinol. & Laryngol., 1925, xxxiv, 
1043. 

A new paracentesis knife. S. Conen. Laryngoscope, 
1925, XXXV, 949. * 

Free bone cartilage and fat transplantation in oto- 
rhinolaryngology. S. Bourack. Ztschr. f. Hals-, Nasen- u. 
Ohrenheilk., 1925, xi, 441. 

Cancer in otorhinolaryngology. A. R. ZAmBrini. Rev. 
méd. Lat.-Am., 1925, xi, 213. 


Nose and Sinuses 


Furuncle of the nose: report of a case resulting in sep- 
ticemia, treated successfully by injections of mercuro- 
chrome. T. J. Harris. J. Am. M. Ass., 1925, Ixxxv, 1967. 

Necrosing syphilis of the base of the nose in a child of 8 
years. KE. Beretervine, F. Pozzo. and MONGIARDINI. 
Semana méd., 1925, xxxii, 1093. 

A pigmented hairy nevus of the nose with a pigmented 
hairy and warty nevus of the cheek and lip. p N. Roy. 
Arch. Otolaryngol., 1925, ii, 565. 

Malignancy of the external nose with the report of a 
case of X-ray origin. R. A. Bartow. Ann. Otol., Rhinol. 
& Laryngol., 1925, xxxiv, 1150. 

Streptococcic infection of the anterior angle of the naris. 
D. W. Montcomery and G. D. Cutver. Boston M. & S. 
J., 1925, cxciii, 1232. 

The correction of nasal deformities. W. W. Carrer. 
N. York State J. M., 1925, xxv, 1070. 

The correction of nasal deformities by the external route. 
E. G. Git. Virginia M. Month., 1925, lii, 578. 

Total and subtotal restoration of the nose. V. P. BLair. 
J. Am. M. Ass., 1925, Ixxxv, 1931. 

Nasal conservation. C. H. Haratson. J. Oklahoma 
State M. Ass., 1925, xviii, 283. 

The use of gold-wire splints in intranasal plastic surgery. 
W. W. Carrer. Laryngoscope, 1925, xxxv, 942. 

A procedure to fill in a medium-sized gap in the nostril. 
A. MacLennan. Glasgow M. J., 1925, civ, 326. 

A new double nasal speculum. M. J. MANDELBAUM. 
Laryngoscope, 1925, XXXV, 944. 

Repeated coryzas; prophylaxis and treatment. A. W. 
Morse. Ann. Otol., Rhinol. & Laryngol., 1925, xxxiv, 1192. 

The diagnosis and treatment of atopic coryza (perennial 
hay fever). W. C. Spary. Ann. Otol., Rhinol. & Laryngol., 
1925, XXXiV, 1089. 


W.. 
ut - 
P, 
G. 
n- 
0) 
he 
‘i, 
Y. 
C- 
v. 
y 


324 


Lupus of the nose and upper air passages treated by 
radium. H. M. Wuarry and O. Teicuman. Lancet, 1925, 
ccix, 1275. 

Ligation of the external carotid artery for the control of 
idiopathic nasal hemorrhage. F. T. Hype. Laryngoscope, 
1925, XXxv, 899. 

Ultraviolet rays in nasal and oral conditions. C. R. 
Brooke. Med. J. & Rec., 1925, cxxii, 681. [262] 

End-results in submucous resection. D, E. CHENOWETH. 
J. Iowa State M. Soc., 1925, xv, 643. 

Partial turbinectomy with the clamp and cautery. M. 
L. Harris. Laryngoscope, 1925, XXxv, 903. 

The status of the so-called middle turbinate. J. A. 
Pratr. Ann. Otol., & Rhinol. Laryngol., 1925, xxxiv, 
1105. 

Cocain in nasal anesthesia; an attempt to estimate the 
amount of cocain actually getting to the patient when so- 
lutions or paste are used as topical applications. [. F. 
Howarp. Laryngoscope, 1925, Xxxv, 938. 

The toll of chronic nasal focal sepsis on body and mind. 
P. Watson-WittiaMs. J. Laryngol. & Otol., 1925, xl, 765. 

Accessory nasal sinusitis in children suffering with dis- 
eased tonsils and adenoids. W. SpreLBeRG. Med. Times, 
1925, liii, 304. 

The concomitance of sinusitis and bronchiectasis. E. 
Rarro. Arch, Otolaryngol., 1925, ii, 557. [262] 

The significance and prevention of blindness due to in- 
tranasal disease. M. J. Gorriies. Laryngoscope, 1925, 
Xxxv, 844. [262] 

Orbital cellulitis complicating paranasal sinus disease in 
children. ‘T. R. Grrrins. Ann. Otol., Rhinol. & Laryngol., 
1925, XXXiV, 1259. 

A report of two cases of chronic frontal sinusitis. G. L. 
WHELAN. Laryngoscope, 1925, Xxxv, 920. 

Perforations of the frontal sinus wall i. chronic empyema. 
L. G. Howarp. J. Iowa State M. Soc., 1925, xv, 637. 

Iextranasal versus intranasal operation for chronic sup- 
purative frontal sinusitis. F. Sraurrer. Ann. Otol., 
Rhinol. & Laryngol., 1925, xxxiv, 1206. 

Vaccines from hemolytic cocci in spheno-ethmoidal dis- 
case. 
1925, XXXiV, LOSI. 

_ Intranasal and external methods of operating on the 
ethmoid cells—a critical consideration, R. H. SKILLERN. 
Ann. Otol., Rhinol. & Laryngol., 1925, xxxiv, 1077. 

Antrum infections as an etiological tactor in remote 
pathological changes. F. E. V. SHore. Laryngoscope, 
1925, XXXV, O17. 

Psychosis resulting from toxins of chronic maxillary 
sinusitis coupled with left hyperphonia of 8% per cent. 
C. Ibe. Laryngoscope, 1925, xxxv, 924. 

The maxillary sinus as a focus of infection in childhood, 
with a presentation of roentgenograms and patients. FE. 
J. Huenekens. J.-Lancet, 1925, xlv, 568. 

Some observations on the diagnosis and treatment of 
maxillary sinusitis. W. KE. Dixon. J. Oklahoma State 
M. Ass., 1925, xviii, 279. 


Mouth 


An experimental study of the streptococci found in 
pyorrhoea alveolaris. M. J. Tuomson. Edinburgh M. J., 
1925, Xxxii, 781. [263] 

A follicular cyst. D. B. TALLEY. Dental Cosmos, 1925, 
Ixvii, 1200. 

A granuloma persisting after the removal of a tooth for 
over one and a half years. A. M. Noprne. J. Ophth., Otol. 
& Laryngol., 1925, xxix, 448. 

A mixed-cell tumor of the palate: report of a case. G. V. 
Boyko. J. Am. M. Ass., 1925, Ixxxv, 2023. 


R. A. Fenton. Ann. Otol., Rhinol. & Laryngol., 


INTERNATIONAL ABSTRACT OF SURGERY 


Cysts in the floor of the mouth. O. J. Srery. Ann. Otol. 
Rhinol. & Laryngol., 1925, xxxiv, 1028. ‘ 

Cleidocranial dysostosis with particular reference to the 
— G. Hesse. Vierteljahrsschr. f. Zahnheilk., 1925, xli, 
161. 

The treatment of open-bite by means of a plastic oblique 
osteotomy of the ascending rami of the mandible. A. Liy- 
BERG. Dental Cosmos, 1925, Ixvii, 1191. [263] 


Pharynx 


A handbook of disease of the throat, nose, and ear, A, 
DenKeER and O. Kanter, Berlin: Springer, 1925. 

Evolutionary factors in the production of pharyngeal 
diverticula. V. E. Necus. J. Laryngol. & Otol., 1925, x|, 
[263] 

Adenoids and the pharyngeal bursa: their structure and 
morphology. H. B. Lemere. Nebraska State M. J., 1925, 
X, 

Remarks on the etiological treatment of Vincent’s an- 
gina. P. M. ALBernaz. Arch. internat. de laryngol., 1925, 
XXXi, 922. 

The therapeutic and prophylactic value of tonsillectomy 
in the active stage of Vincent’s angina. S. B. Westiake. 
Ann. Otol., Rhinol. & Laryngol., 1925, xxxiv, r1r2r. 

Acute disease of the pharyngeal tonsils. W. Scuuvrz. 
Berlin: Springer, 1925. 

Chronic tonsillitis at various ages. J. I. Bertin. Laryn- 
goscope, 1925, XXXV, 904. 

The relation of tonsil infection to nephritis in children. 
O. L. THorsurn. Ann. Otol., Rhinol. & Laryngol., 1925, 
XXXiv, 1096. 

Tuberculous disease of the tonsil. J. L. C. Doyte. Brit. 
M. J., 1925, ii, 1224. 

Indications for tonsillectomy. C. T. Wotre. Kentucky 
M. J., 1925, xxiii, 549. 

The technique of the tonsil operation. E. H. Hurcurys. 
Surg., Gynec. & Obst., 1925, xli, 673. [263] 

Some further observations on suction tonsillectomy 
J. B. H. Wartnc. Laryngoscope, 1925, xxxv, 906. 

Tonsillectomy, new aseptic method of controlling ham- 
orrhage. O. J. NoTHENBERG. Illinois M. J., 1925, xlviii, 


72. 
The avoidance of pain after tonsillectomy. R. S. Stev- 
ENSON. Lancet, 1925, Ccix, 1332. 
Conclusions from the correlation of laboratory findings, 
clinical symptoms, and end-results in tonsillectomy. L. 5. 
Liepincotr. New Orleans M. & S. J., 1925, Ixxviii, 395. 


Neck 


Illustrations of Dr. Mosher’s teaching methods. Mosu- 
ER. Ann, Otol., Rhinol. & Laryngol., 1925, xxxiv, 1161. 

Wry neck or torticollis. W. Rankin. Glasgow M. J, 
1925, Civ, 323. 

Congenital cysts and fistula of the neck. P. KLINncEN- 
STEIN and R, Coir. Ann. Surg., 1925, Ixxxii, 854. 

A cervicofacial cylindroma. M. AGrirociio. Ann. ital. 
di chir., 1925, iv, 1orr. 

The report of a case of teratoma of the thyroid region. 
R. Hoerpemann. Frankfurt. Ztschr. f. Path., 1925, 
xxxii, 245. 

The thyroid and manganese treatment; its influence on 
abnormal blood pressures. H. W. Norr. Brit. M. J., 1925, 
ii, 1209. 

The goiter question. 
Chir., 1925, lii, 1634. 

The goiter question with reference to goiter in Silesia. 
H. Herrartu. Beitr. z. klin. Chir., 1925, cxxxiv, 394, 
387. 


EccenBercer. Zentralbl. 


cirug. 
No 


exop! 


AY 
VAN) 
Th 
perin 
Th 
child] 
1925, 
En 
N. Ze 
As 
ARNO 
1925, 
Ad 
ELSE 
Int 
xxiv, 
Th 
BEIN. 
Toc 
S. Ja 
Pr 
noma 
Rec., 
Ex 
H. T. 
1017. 
‘ Oc 
laryn 
451. 
Nu 
of Li 
Arch 
Th 
> |_| 
XXXVI 
Th 
ticul: 
chir. 
Th 
in B 
Chir. 
Ol 
LEAN 
In 
the 
1925, 
Tr 
Hac 
Te 
Brit. 
M 
OTT. 
Th 
ment 
Bost 
: Ai 
A. K 


BIBLIOGRAPHY OF CURRENT LITERATURE 


A goiter survey in the public schools of Denver. V. 
Van Meter. Chicago M. Rec., 1925, xlvii, 390. 
The goiter question from the standpoint of animal ex- 


_ perimentation. B. BrerrNer. Beitr. z. klin. Chir., 1925, 
 exxxiv, 380. 


The prophylaxis of goiter. C. Anprf&. Rev. de med. y 
cirug., Caracas, 1925, viii, 189. 

Non-endemic enlargements of the thyroid gland in 
childhood. H. Finketste1n. Jahresk. f. aerztl. Fortbild., 
1925, XVi, I. 

"Endemic goiter in certain parts of Auckland. MECREDy. 
N. Zealand M. J., 1925, xxiv, 297. 

A symposium on goiter: the pathological viewpoint. L. 
Arnowp. Illinois M. J., 1925, xlviii, 449. Chicago M. Rec., 
1925, XIvii, 393. 

Adenomatosis or the diffuse adenomatous goiter. J. E. 
Eise. J. Am. M. Ass., 1925, Ixxxv, 1878. [264] 

Intrathoracic goiter. B.T. Kinc. Northwest Med., 1925, 
xxiv, O19. 

The omnis of cases of colloid goiter. H. C. Ha- 
BEIN. Minnesota Med., 1925, viii, 734. [264] 

Iodine hyperthyroidism—an analysis of fifty cases. A. 
§, Jackson. Boston M. & S. J., 1925, cxciii, 1138. 

Pre-operative and postoperative management of ade- 
noma with hyperthyroidism. F.C. Bucuter. Chicago M. 
Rec., 1925, xlvii, 400. 

Exophthalmic goiter and the involuntary nervous system. 
H. T. Hyman and L, Kessev. J. Am. M. Ass., 1925, Ixxxv, 
1017. [264] 

Ocular manifestations of exophthalmic goiter and the 
larynx in goiter. R. J. Tivnen. Illinois M. J., 1925, xlviii, 


Nutritional changes in exophthalmic goiter; the effect 
of Lugol’s solution. C. C. Srurcis and J. A. GREENE. 
Arch. Int. Med., 1925, xxxvi, 561. 

The histological changes brought about in cases of 
exophthalmic goiter by the administration of iodine. W. 
F. Rrennorr, Jr. Bull. Johns Hopkins Hosp., Balt., 1925, 
xxxvii, 285. 

The diagnosis and treatment of Basedow’s disease par- 
ticularly from the surgical viewpoint. A. Troetn. J. de 
chir., 1925, XXvi, 369. 

The question of resection of the cervical sympathetic 
in Basedow’s disease. Parrscu. Deutsche Ztschr. f. 
Chir., 1925, cxcii, 28. 

Observations on the treatment of goiter. N. J. Mac- 
LEAN. J. Iowa State M. Soc., 1925, xv, 653. [265] 

Injuries of the recurrent nerve in goiter operations at 
the surgical clinic at the University of Wuerzburg from 
i919 to 1923. F. ScunemerR. Deutsche Ztschr. f. Chir., 
1925, Cxci, 369. 


SURGERY OF THE 


Brain and Its Coverings; Cranial Nerves 


Traumatism of the head and brain in civil practice. G. M. 
Hacker. Texas State J. M., 1925, xxi, 501. 
Temporary blindness after concussion. 

Brit. M. J., 1925, ii, 1224. 

Mental symptoms following head injuries. B. L. Evit- 
ott. J. Missouri State M. Ass., 1925, xxii, 461. 

The therapeutic value of lumbar puncture in the treat- 
ment of cranial and intracranial injury. D. Munro. 
Boston M. & S. J., 1925, cxciii, 1187. [267] 

Air in the ventricles of the brain after a basal fracture. 
A. Krocrus. Finska laek.-saellsk. handl., 1925, 


J. FANNING. 


325 
The medical treatment of hyperthyroidism. N. B 
Foster. Am. J. Surg., 1925, xxxix, 293. 

The medical aspects of goiter. C. L. Mrx. Illinois M. J., 
1925, xlviii, 447. 

Hypertrophied thyroids treated with radium. J. C. 
Scat. Med. J. & Rec., 1925, cxxii, 745. [265] 

A symposium on goiter from the viewpoint of the surgeon. 
KE. L. Moorueap. Illinois M. J., 1925, xlviii, 444. 

Surgical treatment of diseases of the thyroid gland. 
J. de J. Pemperton. J. Am. M. Ass., 1925, Ixxxv, esi 

265 

The surgical treatment of exophthalmic goiter. EF. 
Goetscu. Am. J. Surg., 1925, xxxix, 289. 

Is ligation a necessary surgical procedure? M. O. 
Sutvers. Chicago M. Rec., 1925, xlvii, 397. 

Some experiences in local anesthesia in goiter surgery. 
C. C. Tirrm. Northwest Med., 1925, xxiv, 614. [265] 

Thyroidectomy under local anesthesia. A. S. JACKSON. 
Northwest Med., 1925, xxiv, 617. [265] 

Cancer of the thyroid and its present-day treatment. 
L. F. Craver. Ann. Surg., 1925, Ixxxii, 833. 

Incipient hypothyroidism. W. H. Hiccins. J. Am. M. 
Ass., 1925, Ixxxv, 1015. [266] 

A case of transient parathyroid tetany successfully 
treated with parathyroid extract (Collip). J.C. SULLIVAN. 
Bull. Buffalo Gen. Hosp., Buffalo, N. York, 1925, iii, 64. 

Therapeutic uses of parathyroid gland. W. N. Berke- 
LEY. Med. J. & Rec,, 1925, cxxii, 749. 

The effect of radium on the parathyroids. J. S. Srovin. 
Med. J. & Rec., 1925, xxii, 747. 

A technique of direct laryngoscopy. G. Canuyr. Arch. 
internat. de laryngol., 1925, xxxi, 929. 

Congenital laryngeal stridor. M. Pacurco. 
méd., 1925, XXxii, 933. 

Two cases of unsuspected foreign body in the larynx. 
P. Stites. Laryngoscope, 1925, XxXxv, 931. 

Tuberculous laryngitis. D. V. Meyers. ‘Texas State J. 
M., 1925, xxi, 490. 

Tuberculosis of the larynx. Hemeterrs. Arch. méd. 
belges, 1925, Ixxviii, 299. 

Speech without a larynx. H. Burcrer. Proc. Roy. Soc. 
Med., Lond., 1925, xix, Sect. Laryngol., 4. J. Laryngol. & 
Otol., 1925, xl, 780. 266 

A simple but effective artificial larynx. R. G. Brown. 
Proc. Roy. Soc. Med., Lond., 1925, xix, Sect. Laryngol., 6. 
J. Laryngol. & Ot-l., 1925, xl, 793. 

A new procedure for the postoperative care after laryng- 
ostomy. H. L. Baum. Arch. Otolaryngol., 1925, ii, 581. 

Large “ Pharyngostomes,” A Complication of Laryngec- 
tomy; How to Avoid Them; The Technique of Their 
Closure. A. G. Tapta. J. Laryngol. & Otol., 1925, xl, 781. 


Semana 


NERVOUS SYSTEM 


Encephalography. H. Remperc. Zentralbl. f. Chir., 
1925, lil, 2057. 

The clinical differentiation of spontaneous intracerebral 
hemorrhage and uramia: a fourth study of coma. E. R. 
LeCount and C. C. Guy. J. Am. M. Ass., 1925, Maer 

6 


2003. 

Methods of diagnosis in functional and pathological 
changes of the hypophysis gland. F. D. Warrny. J. Nat. 
M. Ass., 1925, xvii, 190. 

Pituitary headache. A. Savini. Med. J. & Rec., 1925, 
cxxii, 748. 

Asthma and eczema controlled through the nasal 
ganglion. L. K. GuNnprum. Ann. 
Clin. Med., 1926, iv, 572. 


‘ol., 

the | 

xli, 

que 

IM- 

63) 

A. 

eal 

xl, 

63} 

ind 

25, 

63} 

in- 

25) 

my 

cE. 

TZ. 

n. 

it. 

ky | 

iS. 

3] 

n- 

ii, 

V- 

4 

Ss. 

H- 

N- 

il. 

n. 

Sy 

mn 

5» 


326 INTERNATIONAL ABSTRACT OF SURGERY 


Three cases of otitic brain abscess. S. M. Smita. Ann. 
Otol., Rhinol. & Laryngol., 1925, xxxiv, 1109. 

Cerebellar abscess with an unusual complication. I. H. 
Jones. Laryngoscope, 1925, Xxxv, 893. 

Brain abscess after gunshot injuries of the skull. I. 
Bruskin. Arch. f. klin. Chir., 1925, exxxvi, 10g. 

A gliomatous cyst of the cerebrum simulating epidemic 
encephalitis. D.C. Witson. Clifton M. Bull., Clifton 
Springs, N. York, 1925, xi, 142. 

A lesion of the midbrain and’pons. N. Hopnouse. Proc. 
Roy. Soc. Med., Lond., 1925, xix, Sect. Study Dis. Child., 


Glioma of the brain. G. W. Swirt. ‘Northwest Med., 
1925, xxiv, 622. 

Brain tumors in children: their general symptomatology. 
M. Crircuiey. Brit. J. Child. Dis., 1925, xxii, 251. 

Tumor of the pineal gland: diagnosis in an adult. 
ALAJOUANINE, LAGRANGE, and Baruk. Bull. et mém. Soc. 
méd. d. hép. de Par., 1925, xli, 1309. 

Calcification of the pineal gland. A. L&rtand F. LAyANt. 
Bull. et mém. Soc. méd. d. hép. de Par., 1925, xli, 1329. 

Aseptic meningitis with crystals in the cerebrospinal 
fluid. Becu. Bruxelles-méd., 1925, v, 1484. 

Rare forms of otitic meningitis. J. Piguet. Arch. 
internat. de laryngol., 1925, xxxi, 964. 

Tic doloureux and trigeminal neuralgia relieved by treat- 
ment of the nasal (sphenopalatine) ganglion. S. L. Ruskin. 
Arch. Otolaryngol., 1925, ii, 584. 

A tumor of the right internal auditory meatus with 
involvement of the gasserian ganglion and pons. E. W. 
Hacens. Arch. Otolaryngol., 1925, ii, 574. 


Spinal Cord and Its Coverings 


Compression of the spinal cord by tumor. W. J. Mrxter. 
Ann. Surg., 1925, Ixxxii, 865. 

Lipiodol in neurosurgery; with a report of a case with 
deleterious results. A. S. Mactatre. Am. J. M. Sc., 1925, 
clxx, 874. 268) 

Tabes dorsalis in surgical practice. R. W. Jones. Brit. 
M. J., 1925, ii, 1224. 


Peripheral Nerves 


The surgical treatment of spastic paralysis in an infant. 
M. B. Ansart. Clin. y lab., 1925, x1, 351. : 


Sympathetic Nerves 


Remarks on the examination of the vago-sympathetic 
system. J. O. Luerena. An. Fac. de med., Univ. de Lima, 
1925, Viil, 52. 


SURGERY OF 


Chest Wall and Breast 


' Experimental animal studies on the secretion of milk. 
I. The relation between the mammal glands and the 
internal genitalia. II. ‘The secretion of milk. G. IkEGAMI. 
Japan. med. Ztschr., 1925, p. 5. 

Lactation without pregnancy. A. Veticu. Biologické 
listy, 1925, xi, 185. 

Carcinoma of the male breast. I. S. Jupp and H. D. 
Morse. Surg., Gynec. & Obst., 1926, xlii, 15. [271] 

Metastasis to the bones from carcinoma of the breast: a 
roentgenological study. H.W. Mreverpino, R. D. CARMAN, 
and J. D. Garvin. Radiology, 1925, v, 486. 


Significance of the sympathetic nervous system in infec- 
tious disease. F. Giaser. Klin. Wehnschr., 1925, iv, 1625. 

The sympathetic syndrome secondary to a wound at the 
base of the neck. BéRaRD and WerTHEIMER. Lyon chir, 
1925, xxii, 723. 

Surgical aspects of the sympathetic nervous system in the 
work of Réne Leriche. W. PENFIELD. Bull. Johns Hopkins 
ae Balt., 1925, xxxvii, 369. 

The surgery of the sympathetic nervous system. Hann, 
Beitr. z. klin. Chir., 1925, cxxxiv, 321. 

Some observations on periarterial sympathectomy. L., L, 
PEREIRA. Repert. de med. y cirug., 1925, xvi, 491. 

Pericarotid sympathectomy in the treatment of essential 
epilepsy. V. Boyovircu. Rev. de chir., Par., 1925, xliv, 608. 

“xperimental research on cardiac angina. R. Lericue. 
Presse méd., 1925, xxxiii, 1361. 

The neurological mechanism of angina pectoris and its 
relation to surgical therapy. W. PenrreLp. Am. J. M. Sc., 
1925, clxx, 864. [268] 

The surgical treatment of angina pectoris. E. Hesse. 
Arch. f. klin. Chir., 1925, cxxxvii, 117. 

A surgical intervention for angina pectoris. G. Prert. 
Policlin., Rome, 1925, xxxii, sez. prat., 1462. 

Experimental studies on the influence of the sympathetic 
nervous system on wound healing, with special regard to 
traumatic lesions of the stomach. L. SCHOENBAUER and 
L. R. Wuiraker. Mitt. a. d. Grenzgeb. d. Med. u. Chir., 
1925, XXXViii, 500. {269} 

The relief of pain due to abdominal cancer after peri- 
aortic sympathectomy. Lrricur. Lyon chir., 1925, xxii, 

00. 


Invasion of the solar plexus by cancer of the body of the 
J. Topfas and P. Bosg. Rev. Soc. argent. de. 
viologia, 1925, i, 563. 


Miscellaneous 


Problems in the diagnosis of neurosurgical conditions 
FE. C. Russety. Atlantic M. J., 1925, xxix, 161. 

The surgical possibilities in Parkinson’s disease. P 
WERTHEIMER. Presse méd., 1925, xxxiii, 1318. 

Ganglioneuromatosis and metastasis in the sympathetic 
ganglia. A. Brancut. Rey. Soc. argent. de biologia, 1925, 
1, 532. 

Accidents due to lumbar puncture; various means of 
avoiding them and the treatment to follow. J. D. PERKEL. 
Presse méd., 1925, xxxiii, 1320. 

Pyocyaneus meningitis after lumbar puncture: report of 
a case with apparent recovery. I. I. Levy and A. FE. Couen. 
J. Am. M. Ass., 1925, Ixxxv, 1968. 

Triple puncture: lumbar, cisternal, and ventricular. - Sir 
J. Purves-Stewart. Lancet, 1925, ccix, 1159. [269] 


THE CHEST 


Carcinoma of the breast with metastasis in the spine. 
Romano Castex and CARREGA CasarroustH. Rey. Soc. 
de med. interna, 1925, i, 489. 

Cancer of the breast and its treatment. F. NEvGeE- 
BAUER. Ergebn. d. Chir. u. Orthop., 1925, xviii, 230. 

Statistical study of radiation therapy in 801 cases of 
carcinoma of the breast. G. E. PFAHLER and B. P. Wip- 
MANN. Am. J. Roentgenol., 1925, xiv, 550. 


Trachea, Lungs, and Pleura 


Pneumonography. L. H. CLerr. Surg., Gynec. & Obst., 
1925, xli, 722. 


of 1 
Rat 
I 
7 
Ar 
J 
192 
tub 
512 
I 
in | 
me 
me 
I 
(esi 
192 
192 
BE 
I 
Pol 
Ca 
Sot 
Ba 
Cli 
W. 
M. 
( 
the 
xli 
M. 
Ga 
Se 
Tol 
u. 
th 
dc 
19 
19 


BIBLIOGRAPHY OF CURRENT LITERATURE 327 


Roentgen-ray studies on the physiology and pathology 
of the tracheobronchial tree. S. A. Remnperc. Brit. J. 
Radiol., 1925, Xxx, 451. 

Remarks on foreign bodies in the air and food passages. 
F. D. Woopwarp. Virginia M. Month., 1925, lii, 596. 

Tuberculosis of the upper respiratory tract. G. B. Woop. 
Arch. Otolaryngol., 1925, ii, 607. 

Peribronchial phthisis. A. C. Jorpan. Brit. J. Radiol., 
1925, XXX, 460. 

Surgicul intervention in the treatment of pulmonary 
tuberculosis. E. Trentt. Policlin., Rome, xxxii, sez. med., 


12. 

Experimental studies of the respiration and circulation 
in the presence of pneumothorax. S. Kuma, Mitt. a. d. 
med. Fak. d. k. Univ. Kyushu, Fukuoka, 1925, x, 117. 

Bronchopulmonary spirochetosis. A. A. L6rez. Cron. 
med., Lima, 1925, xlii, 295. 

Lung abscess and pneumothorax, the sequelae of an 
csophageal foreign body. E. L. Myers. Laryngoscope, 
1925, XXXV, 934. 

Abscess of the lungs. M. C. Pincorrs. South, M. T., 
1925, Xvili, 777. ] 

Spirochaetal pulmonary gangrene. B.S. and S. 5S. 
Bercer. J. Am. M. Ass., 1925, Ixxxv, 1452. 271 

Primary tumors of the lung in cattle. R. MARCHESINI. 
Policlin., Rome, xxxii, sez. prat., 1396. ; 

A case of enchondroma of the right bronchus. G. 
CaussapE, J. Surmont, and J. Lacarére. Bull. et mém. 
Soc. méd. d. hp. de Par., 1925, xli, 1299. 

Secondary carcinoma of the lungs. J. A. Licuty, FE. A. 
BAUMGARTNER, and F’, R. Wricur. Clifton M. Bull., 
Clifton Springs, N. York, 1925, xi, 133. 

Deep therapy treatment of intrathoracic neoplasma. J. 
W. Smirn. U.S. Naval M. Bull., 1925, xxiii, 

The administration of ether in operations on the lung. 
M. Lipwitt. Med. J. Australia, 1925, ii, 698. 

Calcification of the pleura of an unusual type. F. H. 
Younc. Lancet, 1925, ccix, 1224. 

Pleural rings. S. Metvitte. Brit. J. Radiol., 1925, xxx, 


56. 

A clinical survey of thirty cases of proved tuberculosis of 
the pleura. W. S. Lemon. Surg., Gynec. & Obst., 1925, 
xli, 804. [271] 

Physiological and pathological considerations in the 
treatment of acute empyema. P. K. Barpuan. Calcutta 
M. J., 1925, xx, 149. 

“ndothelioma of the pleura: report of a case. F. W. 
GaarvE and C. G. SutTHERLAND. Radiology, 1925, v, 
520. 


Heart and Pericardium 


oe rupture of the heart: a clinicopathological 
study based on twenty-two unpublished cases and 632 from 
the literature. E. B. KRUMBHAAR and C. CROWELL. Am. 
J. M. Sc., 1925, clxx, 828. 

The surgery of recent wounds of the heart. H. Costan- 
tint. Arch. franco-belges de chir., 1925, xxviii. 

Cardiolysis in heart affections. E. Ham. Zentralbl. f. 
Chir., 1925, lii, 1990. 

Cardiolysis. E. Detorme. Arch, franco-belges de chir., 
1925, XXVlii, 361. 

Cardiolysis. TUFFIER. 
1925, xxviii, 367. 

Surgical treatment of chronic affections of the heart 
valves. E. C. Cutter. Arch. franco-belges de chir., 1925, 
xxviii, 376. 

The surgical treatment of mitral stenosis. D. S. ALLEN. 
Arch. franco-belges de chir., 1925, xxviii, 394. 

Cardiac infarction, an easily diagnosable condition. H. 
A. Curistian. Northwest Med., 1925, xxiv, 601. 

Spindle-cell sarcoma of the heart. C. S. Beck and H. S. 
Tuarcuer. Arch. Int. Med., 1925, xxxvi, 830. 

A report of two cases of tuberculous pericarditis treated 
by pericardotomy. Bressor. Lyon chir., 1925, xxii, 
747+ 


Arch. franco-belges de chir., 


(Esophagus and Mediastinum 


Syphilis of the mediastinum. J. P. Pérez. Med. Ibera, 
1925, ix, 294. 

Infantile thymic hyperplasia. N. M. Macneicy. Arch. 
Pediat., 1925, xlii, 821. 

A case of enlarged thymus with stridor and tetany. L. 
ManpveL. Proc. Roy. Soc. Med., Lond., 1925, xix, Sect. 
Study Dis. Child., 17. 

Autopsy report of two cases of thymic death during sur- 
gical operations. J. W. Fisuer. J. Lab. & Clin. Med., 
1925, xi, 241. 

Malignant tumors of the thymus; with the report of a 
case. J. A. Evert. Minnesota Med., 1925, viii, 730. 


Miscellaneous 


Thoracic traumatisms and tuberculosis. A. A. Masct- 
oTRA. Semana méd., 1925, xxxii, 1108. 

Intrathoracic tumors in children: report of case. H. L. 
Dwyer and F, C. Hetwic. Am. J. Dis. Child., 1925, xxx, 


799- 


SURGERY OF ‘THE ABDOMEN 


Abdominal Wall and Peritoneum 


A case of cutaneous horn. R. Oxtnper. Acta chirurg. 
Scand., 1925, lix, 427. 

The symptoms and etiology of adenofibrosis in lapa- 
totomy scars. W. Rosenstein. Monatsschr. f. Geburtsh. 
u. Gynek., 1925, Ixx, 297. 

Congenital malformations of the abdominal wall and of 
the genito-urinary viscera. Hours and Janter. Bull. Soc. 
dobst. et de gynéc. de Par., 1925, xiv, 666. 

The painful umbilicus. C. M. Sqgurrru. Clin. quirarg., 
1925, i, 228. 

Properitoneal hernia. H. Herter. Zentralbl. f. Chir., 
1925, lii, 2172. 

Prehernial lipoma. L. F. Watson. Ann. Surg., 1925, 
Ixxxii, 971. 


The resection of abdominal fat in operations for umbilical 
hernia and hernia of the midline. P. WALZEL-WIESENTREU. 
Arch. f. klin. Chir., 1925, exxxvi, 221. 

How does incarceration in abdominal hernia take place? 
Scuaerrer. Arch. f. klin. Chir., 1925, cxxxvi, 128. 

A simple plastic closure of a femoral hernia. H. Krurc- 
Ek. Zentralbl. f. Chir., 1925, lii, 2052. 

Inguinal hernia. R. D. Forses. Northwest Med., 1925, 
xxiv, 631. 

Are there certain signs of the congenital origin of in- 
guinal hernia? C. Bayer. Zentralbl. f. Chir., 1925, lii, 2059. 

Indirect inguinal hernia and its relation to accidents and 
workmen’s compensation. O. W. Parker. Minnesota 
Med., 1925, viii, 719. 

Retractile mesenteritis. P. Escuprro and E. V. MERLO. 
Arch. argent. de enfermed., 1925, i, 95- 


5. 
he 
ir. 
he 
ns 
N. 
L. 
al 
8. 
E. 
ts 
E. 
ic 
id 
i- 
i, 
ic 
of 
i. 
R 
if 
)- 


328 INTERNATIONAL ABSTRACT OF SURGERY 


Two cases of complicated tabes mesenterica. L. Dr 
Gort. Rev. de cirug., Buenos Aires, 1925, iv, 234. 

A solid tumor of the mesentery (teratoblastoma). D. J. 
Cannon and W. D. O’KEtty. Irish J. M. Se., 1925, p. 571. 

An anomaly of the peritoneum. H. Lyncu. Med. J. & 
Rec., 1925, cxxii, 655. 

Pneumococcal peritonitis. HAGrevorn. Beitr. z. klin. 
Chir., 1925, CXxxiv, 391. 

Kight cases of tuberculous peritonitis treated with the 
ultraviolet rays. DuGuer and CLAvecin. Bull. et mém. 
Soc. nat. de chir., 1925, li, 767. [273] 

The surgical treatment of general peritonitis. A. ©. 
Arnetr. Internat. J. Med. & Surg., 1925, xxxviii, 413. [273] 


Gastro-Intestinal Tract 


Gastro-intestinal reports. C. Hacyarp. Northwest 
Med., 1925, XXiv, 625. 

Dyspepsias due to disease in the respiratory tract. G. H. 
Wetts. Hahneman. Month., 1925, Ix, 705. 

Dyspepsia and the cardiovascular system. W. R. 
Hahneman. Month., 1925, Ix, 709 

‘The dyspepsias of constitutional disease. G. M. Gouven. 
Hahneman. Month., 1925, Ix, 714. 

The nervous dyspepsias. C. Bartietr. Hahneman. 
Month., 1925, Ix, 719. 

Radiological considerations of gastroduodenal anatomy 
and physiology. J. Cunua. Radiology, 1925, Vy 459- 

Is operation indicated for gastric ptosis. KE. Liex. Arch. 
f. klin. Chir., 1925, Cxxxvii, 174. 

A surgical method of treating gastroptosis. W. R. 
Braizew. Zentralbl. f. Chir., 1925, lii, 2245. 

Partial right transdiaphragmatic hernia of the stomach 
in a child; gastrostomy; recovery. J. ABApre. Bull. et 
mém. Soc. nat. de chir., 1925, li, 868. 

A new method of functional examination of the — 
A. BerGMaNn. Rev. Soc, de med. interna, 1925, i, 534. 

Gastroscopy with a fatal outcome. A. BINGEL. Zentralbl. 
f. inn. med., 1925, xlvi, 695. 

Contributions to the revision of gastric pathology. T. 
BArsony. Med. Klin., 1925, xxi, 1420. 

Congenital stenosis of the pylorus. A. M. ARQUELLADA. 
Clin. y lab., 1925, xi, 355. 

The infant’s pylorus: spasm and stenosis. F. G. Rirey. 
New Orleans M. & S. J., 1925, Ixxviii, 345. 

Infantile pyloric stenosis. W. F. FowLer. Ann. Surg., 
1925, Ixxxii, 940. 

Pyloric stenosis in infants. W. A. Taompson. Brit. M. 
J., 1925, ii, 1066. : 

Pyloropl: sty. Lock, CoomBr, Lovety, Gorpon, and 
others. Brit. M. J., 1925, ii, 1066. 

Multiple diverticula with heemorrhage in the wall of the 
stomach. C. G. Radiology, 1925, v, 

A case of linitis plastica. ‘Toussatnr. Arch. méd. 
belges, 1925, Ixxviii, 250. 

Hematemesis in chronic gastritis. R. Korssca. Muen- 
chen. med. Wehnschr., 1925, Ixxii, 1558. 

A case of ulcer of the stomach. H.'T, Truyjitto. Rev. de 
med. y cirug., Caracas, 1925, viii, 165. 

Infected gastric and duodenal ulcer. R. Soté. Semana 
méd., 1925, xxxii, 979. 

Increased contractility of the rectus abdominis as a sign 
of perigastritis and gastric ulcer. S$. Jonas. Wien. med. 
Wehnschr., 1925, Ixxv, 1879. 

The roentgenological diagnosis of gastrojejunal ulcer. A. 
B. Moore and W. J. Marquis. Am. J. Roentgenol., 
1925, Xiv, 432. (273] 

Roentgenological diagnosis of gastro-intestinal perfora- 
tions: spontaneous pneumoperitoneum. A, GUILLEMIN. 
Arch. franco-belges de chir., 1925, xxviii, 684. 


The roentgen-ray in the diagnosis of perforated pos 
R. T. VAUGHAN and W. A. Brams. J. Am. M. Ass., 1925 
Ixxxv, 1876. 

The diagnosis and treatment of penetrating ulcer of the 
stomach. M. Erynorn. Ann. Clin. Med., 1925, iv, 370. 

7 


274 

Peptic ulcer. M. N. Haptey. J. Indiana State M. 
1925, xviii, 459. 

Serous suture material and peptic ulcer. Sir J. O’Conor, 
Brit. M. J., 1925, ii, 1123. 

The development and management of peptic gastric 
ulcer. M. Katzenstern. Deutsche med. Wehnschr., 1925, 
li, 1603. 

The diagnosis of peptic ulcer. R. D. Carman. J. Am. 
M. Ass., 1925, Ixxxv, 1381. 

Recurring peptic ulcer. A. B. Rivers and G. B. Eusrer- 
MAN. Ann. Clin. Med., 1925, iv, 365. [274] 

The present status of the treatment of ulcer of the 
stomach. F. L. Rico. Rev. med. de Sevilla, 1925, xliii, 37. 

The treatment of gastric and duodenal ulcers. FE. S, 
Emery, Jr. Boston M. & S. J., 1925, cxciii, 1133. 

The medical treatment of gastric ulcer. G. FAaroy and 
R. Worms. Bruxelles-méd., 1925, v, 1456. 

Dangers and safeguards in the alkali treatment of peptic 
ulcer. L. C. Gatewoon. Illinois M. J., 1925, xlvili, 4or. 

The present status of surgery for benign ulcer of the 
stomach and duodenum. C. H. Peck. N. York State J. 
M., 1925, XXv, 1055. 

Gastrojejunostomy. J. Suerren. Lancet, 1925, ccix, 
1097 [275| 

propos of gastro-enterostomy. J. ABapir. Bruxelles- 
méd., 1925, V, 1527. 

The effect of gastro-enterostomy on gastric acidity. R. 
Lewisoun and R. FerpMan. Ann. Surg., 1925, Ixxxii, 

25. [276) 

A diet after gastro-enterostomy to prevent recurrence of 
ulcer. A. Jarorzky. Zentralbl. f. Chir., 1925, lii, 1876. 

The question of the possibility of incarceration behind 
the afferent lobe after gastro-enterostomy. S. SSOKOLOFF. 
Beitr. z. klin. Chir., 1925, ¢xxxiv, 1306. 

A case of recurrence of hernia after a Billroth I operation. 
R. Srour. Zentralbl. f. Chir., 1925, lii, 2168. 

The cuff operation in peptic ‘ulcer. R. Gorven. Zentralbl. 
f. Chir., 1925, lii, 1702. [276] 

Gastropylorectomy for perforated ulcer of the stomach. 
L. Courty and A, Basser. Bull. et mém. Soc. nat. de 
chir., 1925, li, 888. 

Gastric resection for pyloric and duodenal ulcer. R. FP. 
Carter. Ann. Surg., 1925, Ixxxii, 920. 

Subtotal gastrectomy: with considerations of the pathol- 
ogy and pathological physiology. J. B. Deaver and S. P. 
Remann. J. Am. M. Ass., 1925, Ixxxv, 1619. |276] 

Surgery of the stomach and duodenum, with especial 
reference to ulcer. G. W. Critte. J. Am. M. Ass., 1925, 
Ixxxv, 1625. [276] 

The basal metabolism in carcinoma of the stomach. C. 
B. Upaonpo, J. Carutta and H. Zunino. Arch. 
argent. de enfermed. +» 1925, i, 13. 

Diagnostic methods on carcinoma of the stomach. Str 
W. I. DeC. Wueecer. Brit. M. J., 1925, ii, 875. [276] 

The clinical manifestations and the carly diagnosis of 
carcinoma of the stomach. FE. I. Spriccs. Brit. M. ad 
1925, ii, 877. [276] 

Auxiliary methods of diagnosis—radiological and chem- 
ical—in carcinoma of the stomach, A. F. Hurst. Brit. M. 
J., 1925, li, 879. [276 

Pathology. The general relation of carcinoma to ulcer. 
M. J. Stewart. Brit. M. J., 1925, ii, 882. 276 

Cardiospasm as a symptom of carcinoma of the cardia. 
J. Patucyay. Arch. f. klin. Chir., 1925, cxxxvi, 795. 


M 
39 
st 
sc 
EI 
1¢ 
M 

. A 
St 
a 
B 
m 
te 
i, 
J 
h 
il 
r 
( 
a 
1 
a 
I 
t 
0 
1 


BIBLIOGRAPHY OF CURRENT LITERATURE 320 


Cancer of the digestive apparatus: gastric cancer. A. R. 
Marotta. Rev. méd. Lat.-Am., 1925, xi, 209. 

A case of squamous-cell epithelioma of the stomach. 
P. P. Vinson and A. C. Broprers. J. Lab. & Clin. Med., 
1925, xi, 258. 

A case of gastric cancer with hyperchlorhydria.  S. 
Carro. Siglo méd., 1925, Ixxii, 317. 

Healing or remission of inoperable carcinoma of the 
stomach and liver. H. Pottack. Muenchen. med. Wchen- 
schr., 1925, Ixxii, 1600. 

The sequel of operations on the stomach. H. von Has- 
eRER. Verhandl. f. Verdauungs-u. Stoffwechselkrankh., 
1925, 197. [278] 

Variations of the intestinal rate. F. L. Burner. J. Am. 
M. Ass., 1925, Ixxxv, 1777. 

Reverse peristalsis with nausea. J. H. Firzcrppon. J. 
Am. M. Ass., 1925, Ixxxv, 1889. 

A discussion of intestinal obstruction. H. Samira. Texas 
State J. M., 1925, xxi, 507. 

The treatment of primary acute intestinal obstruction. 
Sir W. Taytor. Brit. M. J., 1925, ii, 993. [278] 

The importance of early diagnosis and operation for 
acute intestinal obstruction. W.S. HANptey. Brit. M. J., 
1925, li, 995. 78 

Types of intestinal obstruction. D. P. D. WItkte. 
Brit. M. J., 1925, ii, 996. [278] 

True intestinal spirochetosis. A. SAenz. An. Fac. de 
med., Univ. de Montevideo, 1925, x, 621. 

The treatment of tuberculosis of the intestine by oxyperi- 
toneum. S. D. GLeeren. Atlantic M. J., 1925, xxix, 163. 

Contribution to the subject of primary sarcoma of the 
small intestine. I. Kocu. Deutsche Ztschr. f. Chir., 1925, 
exci, 376. 

A case of multiple primary carcinoma of the intestinal 
tract. Laupa. Wien. med. Wehnschr., 1925, Ixxv, 1890. 
_ Surgery of the intestine. J. P. Surepa, Ars. med., 1925, 
i, 109. 

Acute intussusception in children. W. L. Harris. Arch. 
Pediat., 1925, xlii, 811. 

Intestinal invagination; resection; recurrence one month 
later; second resection with recovery from the operation. 
J. Apapie. Bull. et mém. Soc. nat. de chir., 1925, li, 865. 

Retrograde invagination after gastro-enterostomy. J. G. 
Kopp. Lyon chir., 1925, xxii, 664. 

The question of ileus in starving patients. I. Farnr- 
MANN. Zentralbl. f. Chir., 1925, lii, 1594. 

Indications for secondary enterostomy in peritonitis and 
ileus. I. Meccutor. Zentralbl. f. Chir., 1925, lii, 2050. 

Observations with reference to the cause of extensive 
resection of the small intestine. P. FLosporr. Zentralbl. f. 
Chir., 1925, lii, 1597. 

A case of periduodenitis. B. PeErpomo and G. NUNEz. 
Rev. de med. y. cirug., Caracas, 1925, viii, 159. 

Essential congenital stenosing periduodenitis. P. DUVAL 
and J. C. Roux. Arch. argent. de enferm. d. apar. digest., 
1925, i, 7. 

Congenital stenosing periduodenitis in the newborn. P. 
Duvat. Bull. et mém. Soc. nat. de chir., 1925, li, 890. 

Essential stenosing periduodenitis. T. Martini. Arch. 
argent. de enferm. d. apar. digest., 1925, i, 107. 

Subcutaneous intraperitoneal traumatic rupture of the 
duodenum. G. Cavina. Policlin., Rome, 1925, xxxii, sez. 
prat., 1424. 

The study of the pancreatic ferments in the duodenal 
tube and its clinical value. R. Ortr and M. VALbEs. Prog. 
de la clin., Madrid, 1925, xiii, 502. 

The differential diagnosis shown in the roentgen picture 
of some normal and pathological processes in the duode- 
num. W. Trescuenporr. Deutsche med. Wcehnschr., 
1925, li, 1432. 


Clinical, surgical, and roentgenological notes on ulcer of 
the duodenum. DeEtror Det VALLE. Arch. argent. de 
enferm. d. apar. digest., 1925, i, 78. 

Perforated ulcer of the duodenum and gaseous cysts of 
the intestine. Perrin. Lyon chir., 1925, xxii, 698. 

New viewpoints regarding the treatment of fistula of the 
duodenum and upper portion of the small intestine. 
Anrens. Zentralbl. f. Chir., 1925, lii, 1886. 

A benign perforating duodenal cyst arising from the 
vestigial remains of the wolffian body. M. E. Vocr. Am. 
J. Obst. & Gynec., 1925, x, 798. 

A note on benign tumors of the duodenum. A. M. 
and M. Lasersoun. Ann. Surg., 1925, lxxxii, 952. 

Obstruction of the jejunum: The effect of sodium chlo- 
ride on the chemical changes in the blood of the dog. R. L. 
HapeEN and T. G. Orr. Arch. Surg., 1925, xi, 850. 

Lymphosarcoma of the jejunum and ileum. E. STincer. 
Rev. de med. y cirug. de la Habana, 1925, xxx, 593. 

The surgical treatment of ileocewcal tuberculosis. A. O. 
Fisuer. Surg. Clin. N. Am., 1925, v, 1213. |279| 

Pellagra associated with carcinoma of the ileum. I. R. 
Nuzum. J. Am. M. Ass., 1925, Ixxv, 1861. 

A quantitative determination of intestinal putrefaction. 
N. J. Novetio, W. Worr, and C. P. Suerwin. Am. J. M. 
Sc., 1925, clxx, 888. 

The surgical treatment of constipation. P. Lockuarr- 
Mummery. Practitioner, 1925, cxv, 380. 

An inflammatory tumor of the umbilicus due to a fish 
bone in the colon. P. Cuutro. Rev. de cirug., Buenos 
Aires, 1925, iv, 231. 

Diverticulosis of the intestine. E. I. Spriccs. Brit. M. 
J., 1925, ii, 1061. 

A case of Hirschsprung’s disease with optic atrophy and 
old choroiditis. C. Worster-Droucur. Proc. Roy. Soc. 
Med., Lond., 1925, xix, Sect. Study Dis. Child., 11. 

Myxomembranous colitis. C. GotpmMan. Med. J. & 
Rec., 1925, cxxii, 733. 

Ulcerative colitis. T. G. Hamitron. Canadian M. Ass. 
J., 1925, XV, 1125. {280} 

The etiology of chronic ulcerative colitis: experimental 
studies with suggestions for a more rational form of treat- 
ment. J. A. Barcen and A, H. Locan. Arch. Int. Med., 
1925, xxxvi, 818. 280) 

Some observations on chronic ulcerative colitis. T. R. 
Brown. Ann. Clin. Med., 1925, iv, 425. 

The surgical treatment of chronic ulcerative colitis by 
ileosigmoidostomy. W. F. Riennorr, Jr. Ann. Clin. 
Med., 1925, iv, 430. 

The normal and pathological appendix: a clinical roent- 
genological study. R. A. AreNs and A. R. Broom. Radi- 
ology, 1925, V, 513- 

Gross enlargement of the vermiform appendix—report of 
acase. C. WitttAms. Virginia M. Month., 1925, lii, 569. 

The appendicular origin of certain periduodenal inflam- 
mations. A. Basser. Bull. et mém. Soc. nat. de chir., 
1925, li, 873. 

Conception of chronic appendicitis. C. Gorse. Beitr. 
z. klin. Chir., 1925, CXxxiv, 413. 

Acute suppurative appendicitis. W. A. LincoLn, Cana- 
dian M. Ass. J., 1925, XV, 1229. 

Appendicitis and ovarian haemorrhages. 
Muenchen. med. Wehnschr., 1925, Ixxii, 1199. 

Leucocyte counts in chronic appendicitis. W. C. Men- 
NINGER and H. G. Hotper. Ann. Surg., 1925, Ixxxii, g6o. 

Left shoulder pain of phrenic origin—a reflex symptom 
in chronic appendicitis, with a report of three cases. I. 
Gray. Am. J. M. Sc., 1925, clxx, 894. 

A case of malignant carcinoid of the appendix. W. Von 
Rewren. Zentralbl. f. allg. Path. u. path. Anat., 1925, 
XXXVI, 


Koracn. 


c 

. 

| 

| 

| 

| 


330 INTERNATIONAL ABSTRACT OF SURGERY 


Tuberculosis of the right angle of the colon simulating 
Hirschsprung’s syndrome treated and cured by tuberculin. 
J. J. Vivon and J. A. Cructant. Semana méd., 1925, 
XXXil, 969. 

Stasis in the ascending colon simulating chronic appendi- 
citis. ‘T. D. Cunnincuam. Radiology, 1925, v, 489. 

The value of more thorough rectal examination. J. A. 
South. M. & S., 1925, Ixxxvii, 721. 

The value of the X- ray in the diagnosis of rectocolonic 
diseases. J. F. Montacure. Med. J. & Rec., 1925, cxxii, 
6384. 

Non-carcinomatous diseases of the rectum. = STEINDL. 
Wien. med. Wehnschr., 1925, Ixxv, 1931, 211 

Tuberculosis of the rectum with urethral seael fistula. 
P. Santy. Lyon chir., 1925, xxii, 732. 

Carcinoma of the rectum. J. A. Hartwect. Ann. Surg., 
1925, Ixxxii, 984. 

The choice of anwsthesia in surgical operations of the 
rectum. M. C. Prourrr. J. Med. Ass. Georgia, 1925, xiv, 


A technique for the removal of hemorrhoids. L. A. 
Bure. Ann. Surg., 1925, Ixxxii, 964. 28 
The radical operation for hemorrhoids. 
Zentralbl. f. Chir., 1925, lii, 1782. 
Benign tumors of the anus and rectum. C. J. DRUECK. 
Med. J. & Rec., 1925, xxii, 647. 


Kinscherf. 


Liver, Gall Bladder, Pancreas, and Spleen 


A clinical contribution on subcutaneous injuries to the 
liver and bile passages. L. ANDERSSON, Acta chirurg. 

Scand., 1925, lix, 380. 

Problems relating to the liver and biliary ducts. G. W. 
Cre. J. Michigan State M. Soc., 1925, xxiv, 567. [281] 

Studies in liver function. II. Methods for ‘determining 
the furfurol number and the bilirubin concentration of the 
duodenal contents. C. W. McCiure, M. E. HUNTSINGER, 
and O. C. Montacur. Boston M. & S. J., 1925, exciii, 
1050. [282] 

A procedure for the uniform stimulation of the biliary 
flow. C. W. MeCiure, W. L. MENDENHALL, and M. FE. 
HUNTSINGER. Boston M. & S. J., 1925, exciii, 1052. [282] 

Clinical observations on the evaluation and treatment of 
disturbed liver functions. C. W. McC ure, M. E. Hunr- 
sinGerR, and J. V. Gorriies. Boston M. & S. J., 1925, 
excili, 1054. [282] 

The clinical use of liver function tests: The icterus index 
and Rowntree-Rosenthal serum dye test. H. IF’. SHarruck. 

Med. Clin. N. Am., 1925, ix, 601. (283] 

A contribution to the study of the Van den Bergh re- 
action; its mechanism and value in the classification of 
icterus. G. FAviLLI. Sperimentale, 1925, Ixxix, 647. 

The management of obstructive jaundice as a factor 
affecting surgical risk. J. P. BowLer. Boston M. & S. J., 
1925, Cxcili, 1045. 

Liver abscess. A. L. LINDALL. 
1925, xxiii, 494. 

The treatment of abscess of the liver. 
Lyon chir., 1925, xxii, 597. 

A discussion on the treatment of amoebic abscess of the 
liver. D. Prat. An. Fac. de med., Univ. de Montevideo, 
1925, X, 673. 

The histogenesis, evolution, and results of hepatic 
echinococcus cysts and their relation to surgery. O. 
CicNozzi. Sperimentale, 1925, Ixxix, 669. 

’ Novasurol: an effective agent in relieving the ascites 
complicating cirrhosis of the liver. J. G. ANDERSON. 
Boston M. & S. J., 1925, exciii, 1234. 

The differential diagnosis of tumors of the liver in child- 

hood. H. Scumupr. Beitr. z. klin. Chir., 1925, cxxxiv, 235. 


U.S. Naval M. Bull, 


O. CiGNozzI. 


A large cystic tumor of the liver simulating an ovarian 
cyst. T. G. Stevens. J. Obst. & Gynec. Brit. Emp. 
1925, XXXii, 731. 

Experiments on liver transplantation. ‘T. Koppanyi and 
H. C. Cuanc. Endocrinology, 1925, ix, 513. 

The biological importance of cholesterol. G. Borcarrt. 
Policlin., Rome, xxxii, sez. med., 477. 

The surgical treatment of traumatic intra-abdomi> | 
rupture of the gall bladder. J. DaratGNez and F. Brey. 
J. de méd. de Bordeaux, 1925, cii, 818. 

Fixation of ptotic gall bladder. B. O. Pripram. Zen 
tralbl. f. Chir., 1925, lii, 2002. 

Gall-bladder disease. H. O. BrucGGeman. 
State M. Ass., 1925, xviii, 453. 

The diagnosis and treatment of gall-bladder disease. N, 
O. Ramstap. J.-Lancet, 1925, xlv, 561. 

The diagnosis and treatment of gall-bladder disease 
medical aspects. J. Puttiirs. J. Iowa State M. Soc., 
1925, XV, 640. 

Cholecystography. D. P. D. Witkte and C. PF. W. 
InuinGcwortu. Brit. M. J., 1925, ii, 1046. 

Cholecystography. Mocrna. Arch. de med., cirug. y 
especial., 1925, vi, 76. 

The gall bladder as revealed by the roentgen ray. S. 
LANGE. J. Am. M. Ass., 1925, Ixxxv, 2021. 

Cholecystography in its application to the diagnosis of 
cholecystic disease. R. D. CARMAN. Minnesota Med., 
1925, viii, 707. 

The roentgenographic study of the gall bladder with the 
aid of tetra-iodophenolphthalein.  P. A. 
MENENDeEz, and F. E. LeporGcne. An. Fac. de med., Uniy. 
de Montevideo, 2925, X, 763. 

The X-ray visibility of the gall bladder by Graham's 
method. CAaruLLaA. Ars med., 1925, i, 128. 

The roentgenological demonstration of the gall bladder 
and its clinical and practical significance. B. O. Pripram, 
K. GRUNENBERG, and O. Strauss. Deutsche med. Wehn 
schr., 1925, li, 1429. 

Cholecystography and operative results in 182 cases. J. 
A. SarAcecut. Am. J. Roentgenol., 1925, xiv, 513. 

Acute typhoid cholecystitis forty-one years after the 
original infection. L. A. Pomeroy and J. K. Suen. Am. 
J. M. Sc., 1925, clxx, 881. 

Acholuric jaundice with gall stones. H. H. Gieave and 
R. PLatr. Lancet, 1925, ccix, 1165. 

Perforation due to a gall stone with rupture through the 
abdominal wall and resulting pancreatic fistula. A. Outy. 
Muenchen. med. Wehnschr., 1925, Ixxii, 1598. 

Gall-bladder surgery. W. C. SreLye. Boston M. & S. 
J., 1925, exciii, 1100. 

Indications for cholecystostomy and cholecystenterost- 
omy. D. Guturiz. Atlantic M. J., 1925, xxix, 139. 

Recent changes in the conception of jaundice. EE. B. 
Krumpuaar. Atlantic M. J., 1925, xxix, r4o. 

The surgical management of the jaundiced patient. S. J. 
Waterwortu. Atlantic M. J., 1925, xxix, 142. 

Symptomatology of cholecystitis. I. J. Dever. Atlantic 
M. J., 1925, xxix, 143. 

The technique of the operation of cholecystectomy. H. 
F. Smita. Atlantic M. J., 1925, xxix, 144. 

A consideration of the end-results of biliary surgery as 
seen by the general practitioner. L. Lrrcurteip. Atlantic 
M. J., 1925, xxix, 145. 

Bile peritonitis with apparent integrity of the bile pas- 
sages. S. Martnacct. Policlin., Rome, 1925, xxxii, sez. 
prat., 1422.° 

Hydatid cysts opening into the bile passages. J. Brer- 
GARECHE. Arch. de med., cirug. y especial., 1925, vi, 145. 

A biliary fistula secondary to the opening of a hydatid 
cyst. Cotte. Lyon chir., 1925, xxii, 695. 


J. Indiana 


As 
1925, 
Ex 
cases 
1925 
Ar 
SEN. 
Ac 
méd. 
Tl 
in th 
Lyor 
Pr 
med. 
389. 
Ixxx 
Li 
de le 
Su 

of fo 
CXXX 
Sc 
Arck 
‘ 
Esc 
med 
T 
chile 
S 
Leal 
A 
BER 
Si 

J. & 
if 
Lot 
C 
BE! 
192 
the 
MOI 

A 
rou 
xxi 
I 
resi 
Re 

Di 

G. 

: 

Br 
By 

dia 
LE 
19: 


BIBLIOGRAPHY OF CURRENT LITERATURE 331 


Ascaris in the bile ducts. W. F. Brayne. Brit. M. J., 
1925, li, 1122. Mi 

Exploration of the biliary tract by means of lipiodol in 
cases of fistula. G. Corre. Bull. et mém. Soc. nat. de chir. 
1925, li, 750. 283) 

An adjuvant in cases of chronic biliary fistula. R. Nis- 
sEN. Deutsche Ztschr. f. Chir., 1925, cxci, 317. [284] 

Accidental division of the hepatic and common duct 
during retrograde cholecystectomy. C. VILLARAN. Cr6n. 
méd., Lima, 1925, xlii, 307. 

The roentgenological examination of the common duct 
in the case of a calculus at the ampulla of Vater. Corre. 
Lyon chir., 1925, xxii, 691. 

Primary cancer of the choledochus. D. Mosto. Semana 
med., 1925, Xxxii, 923. Rev. Soc. argent. de biol., 1925, i, 


lithiasis. H. R. HARTMAN. Ann. Surg., 1925, 
Ixxxii, 956. 

Lithiasis of the pancreas. JUARISTI and ARRAIZA. Prog. 
de la clin., Madrid, 1925, xiii, 433. 

Surgical degenerative diseases of the pancreas: a study 
of forty-one cases. A. SCHLEGEL. Beitr. z. klin. Chir., 1925, 
cxxxili, 562. [284] 

Some tumor formations of the pancreas. F. J. LANG. 
Arch. f. path. Anat., 1925, cclvii, 235. 

Radiology of tumors of the head of the pancreas. P. 
EscupeRo, M. Terrapa, and M. Rev. Soc. de 
med. interna, 1925, i, 526. 

The diagnosis and treatment of splenic enlargement in 
children. Str H. Rotieston. Brit. M. J., 1925, ii, 1099. 

Splenic anemia, splenectomy, recovery. KincsTon. N. 
Zealand M. J., 1925, xxiv, 281. 

An amoebic abscess of the spleen. PéRARD and Roux- 
Bercer. Bull. et mém. Soc. nat. de chir., 1925, li, 862. 

Some indications for splenectomy. J. B. DEAvER. Med. 
J. & Rec., 1925, cxxii, 641. 

Indications and results of extirpation of the spleen. F. 
Lorscu. Klin. Wehnschr., 1925, Iv, 1216. 


Miscellaneous 


The acute abdomen. R. H. Mitter. J. Nat. M. Ass., 
1925, xvii, 185. 

An unusual cause of acute abdomen. MacCormick. N. 
Zealand M. J., 1925, xxiv, 302. 

The symptoms and signs of abdominal crises in children. 
J. E. Apams. Brit. M. J., 1925, ii, 1041. 

Acute inflammatory diseases of the abdomen in children, 
with special reference to their diagnosis. F. BEEKMAN. 
Arch. Pediat., 1925, xlii, 782. 

The effect of segmental paravertebral injections of novo- 
cain in intra-abdominal and intrathoracic disease. FE. 
FREUDE and S. Klin. Wehnschr., 1925, iv, 
1597- 
The sense of smell in diagnosis of intraperitoneal extrava- 
sations of blood. E. Vocr. Med. Klin., 1925, xxi, 804. 

Practical considerations in the diagnosis of chronic ab- 
dominal disease. D, M. BerkMAN. Minnesota Med., 1925, 
viii, 712. 

The question of intra-abdominal growths from the con- 
stitutional standpoint. M. J. Lirscuirz. Arch. f. Ver- 
dauungskr., 1925, xxxv, 58. 

A clinical study of internal abdominal fistula. F. Star- 
LINGER. Zentralbl. f. Chir., 1925, lii, 2053. 

Subphrenic abscess. K. Natuer. Ergebn. d. Chir. u. 
Orthop., 195, xviii, 437. 

Observations onthe diagnosis of subphrenic abscess. R. 
Dexter. Am. J. M. Sc., 1925, clxx, 810. 

Modification of the transpleural operation for subphrenic 
abscess. E. Orsos. Zentralbl. f. Chir., 1925, lii, 1637. 

Congenital diaphragmatic hernia in a newborn child. U. 
FERNANDEZ. Semana méd., 1925, xxxii, 1083. 

A case of congenital diaphragmatic hernia. H. Tuurs- 
FIELD. (Shown by K. Tallerman.) Proc. Roy. Soc. Med., 
Lond., 1925, xix, Sect. Study Dis. Child., 14. 

Temporary relaxation of the diaphragm. W. Von 
AttscuuL. Brit. J. Radiol., 1925, xxx, 465. 


GYNECOLOGY 


Uterus 


Gynecological massage in uterine retroflection. S. E. 
BerMANN. Bol. Soc. de obst. y ginec. de Buenos Aires, 
1925, iv, 437- 

Surgery in the treatment of backward displacement of 
the uterus. F. Ivens, H. R. ANprews, and R. H. Para- 
MORE. Brit. M. J., 1925, ii, 736, 739, 749. [286] 

Abdominal ligamentopexy with a free segment of the 
round ligaments. P. Petrr-DutTattiis. Gynécologie, 1925, 
xxiv, 573. 

Roentgenography of the uterine cavity and its helpful 
results from the gynecological point of view. C. HEUSER. 
Rev. argent. de obst. y ginec., 1925, ix, 258. 

The roentgenological examination of the uterine cavity. 
P. Mocquor. Rev. de chir., Par., 1925, xliv, 563. 

A new instrument for the treatment of endocervicitis. S. 
Dr Parma. Am. J. Obst. & Gynec., 1925, x, 829. 

The pathology and treatment of erosion of the cervix. 
G.I. Srracuan. Brit. M. J., 1925, ii, 743. 287 

Severe genital infection due to tetragenous bacteria. 
Brovet and ScHULMANN Isaac. Bull. Soc. d’obst. et de 
gynéc. de Par., 1925, xiv, 658. 

Uterine hemorrhages in relation to the hamorrhagic 
diathesis and dysfunction of the ovary. D. A. Gupim- 
LewxowitscH. Beitr. z. Prob. d. Gynaek. u. d. Carcin., 


1925, 148. 


Death from haemorrhage from a cervical varix. J. 
Wietocn. Arch. f. Gynaek., 1925, cxxiv, 733. 

Fibroid uterus with bladder complications. L. J. Car- 
TER. Radiology, 1925, v, 524. 

A fibromyoma of the uterus weighing 47 lbs., 5 0z., 
removal. T. G. Stevens. J. Obst. & Gynec. Brit. Emp., 
1925, Xxxii, 729. 

Complicated uterine fibromata. Capanes. Bull. Soc. 
d’obst. et de gynéc. de Par., 1925, xiv, 667. 

Types of bleeding myoma. H. S. Crossen. Surg. Clin. 
N. Am., 1925, v, 1159. 

The general results of radiation treatment of uterine 
myofibromata, with a report based on a series of 152 cases 
treated with the roentgen rays and radium. M. SPINeLut. 
Actinoterapia, 1925, v, 62. 

The value of the X-rays and radium in the treatment of 
menorrhagia and fibroids. W. M. Suerman. J. South 
Carolina M. Ass., 1925, xxi, 290. 

The treatment of uterine fibroids by myomectomy. P. 
L. Gruseprr. Brit. M. J., 1925, ii, 1220. 

Myomectomy as the treatment of election for uterine 
fibroids. V. Bonney. Lancet, 1925, ccix, 1060. [287] 

The mortality rates of carcinoma of the uterus in Cali- 
fornia. A. B. SpaAtpinc. California & West. Med., 1925, 
xxiii, 1297. 288) 

Stratified squamous-cell carcinoma of the body of the 
uterus, E, F. Hirscu. Arch. Surg., 1925, xi, 957. 


in 
p. 
I. 
y 


332 INTERNATIONAL ABSTRACT OF SURGERY 


Cauliflower carcinoma of the portio. O. Scuocn. 
Zentralbl. f. Gynaek., 1925, xlix, 2204. 

Carcinoma associated with tuberculosis of the uterus. G. 
Hirscu. Monatsschr. f. Geburtsh. u. Gynaek., 1925, Ixx, 
204. 

Cancer of the uterus and its treatment by irradiation. 
W. P. Hearty. Am. J. Obst. & Gynec., 1925, x, 789. 

Gynecological Clinic of the University of Erlangen: 
results of X-ray therapy; statistical report of 800 cases of 
carcinoma of the uterus. H. Wintz, M. L. Maerz, and H. 
A. Jarre. Radiology, 1925, v, 500. 

Radio-active substances and their therapeutic uses and 
applications: radiotherapy of cancer of the uterine cervix. 
J. Murr. Radiology, 1925, v, 509. 

Kighty-five inoperable cases of carcinoma of the cervix 
treated with radium at St. Bartholomew’s Hospital. M. 
Donatpson. Brit. J. Radiol., 1925, xxx, 477. 

The technique of intraperitoneal irradiation of cancer of 
the cervix uteri. F. Darts and P. De Backer. Brit. J. 
Radiol., 1925, Xxx, 472. 

A case of hydatiform mole. Brau-Tapiz. Bull. Soc. 
d’obst. et de gynéc. de Par., 1925, xiv, 692. 

Hydatid mole; hysterectomy. E. Duvittrer. Bull. Soc. 
d’obst. et de gynéc. de Par., 1925, xiv, 715. 

Three cases of hydatid mole. R. Becutn. Bull. Soc. 
d’obst. et de gynéc. de Par., 1925, xiv, 718. 

Primary choriocarcinoma of the uterus. A, R. De 
OxiveiraA Morta. Rev. de gynec. e d’obst., 1925, xix, 383. 


Adnexal and Periuterine Conditions 


Chordoma of the broad ligament undergoing necrosis. 
Bfcoutn and Masson. Bull. Soc. d’obst. et de gynéc. de 
Par., 1925, xiv, 677. 

The diagnostic value and therapeutic application of per- 
uterine insufflation of the fallopian tubes in cases of steril- 
ity. I. C. Rusin. Proc. Roy. Soc. Med., Lond., 1925, xix 
Sect. Obst. & Gyniec., 1. (289) 

The effect of temporary pinching of the tube. VANVERTS. 
Bull. Soc. d’obst. et de gynéc. de Par., 1925, xiv, 
707. 
Salpingitis in aged women. L, ‘Trxrer and P, Rocuet. 
Arch. franco-belges de chir., 1925, xxviii, 659. 

Inflammatory serous micro-cysts of the tube; their differ- 
entiation from adnexal tuberculosis. P. SwyNcHEDAUW 
and E. Houck. Arch. franco-belges de chir., 1925, xxviii, 
793- 
Protein therapy in adnexal inflammations. PrtscHEN 
and Kutz. Siglo méd., 1925, Ixxii, 321, 377, 402, 421. 

Presentation of a hydrosalpinx as large as the head of a 
child. P. Guénror. Bull. Soc. d’obst. et de gynéc. de Par., 
1925, xiv, 742. 

farly tubal perforation into the free peritoneal cavity in 
the course of acute salpingitis; immediate operation; recov- 
ery. Lacrorx and Dusoucuer. Bull. Soc. d’obst. et de 
gynéc. de Par., 1925, xiv, 669. 

Intraperitoneal haemorrhage from the non-gravid fallo- 
pian tube. A. Sormaru. Gynécologie, 1925, xxiv, 509. [289] 

Lymphangioma of the fallopian tube. L. W. Stronc. 
Am. J. Obst. & Gynec., 1925, x, 853. 

Transplantation of the ovary into the uterus. RoUFFART- 
Turrtar. Arch. franco-belges de chir., 1925, xxviii, 673. 

The question of germinal cell injury to the roentgen rays. 
L. Kraut. Zentralbl. f. Gynaek., 1925, xlix, 1945. 

What is the true product of secretion of the lutein cells? 
FE. Momicirano. Arch. di ostet e ginec., 1925, 2 s. xii, 


463. 

The biological action of the corpus luteum and the inter- 
stitial gland of the ovary. G. ScuicKeELf£. Gynéc. et obst., 
1925, xii, 288. 


Corpus luteum cysts or cystic corpus luteum? — R. 
SCHROEDER. Monatsschr. f. Geburtsh, u. Gynaek., 1925 
Ixix, 380. 

A case of pseudotuberculous ovaritis. 
Policlin., Rome, xxxii, sez. prat., 1392. 

Remarks on the nomenclature and frequency of various 
forms of ovarian tumors, particularly simple serous cys. 
toma. E. and T. Branpess. Zentralbl. f, 
Gynaek., 1925, xlix, 2178. 

Three cases of torsion of ovarian cysts. CosTANTINI and 
— Bull. Soc. d’obst. et de gynéc. de Par., 1925, xiv, 

163. 

A case of dermoid cyst of the ovary. PEéry, Boursirr, 
and Mancé£. Bull. Soc. d’obst. et de gynéc. de Par., 1925, 
xiv, 679. 

The supporting connective tissue in vegetative papil- 
lomata of the ovary. M. Cassora. Arch. di ostet e ginec. 
1925, 2S. xii, 438. 

Malignant ovarian neoplasms. C. C. Norris and M. FE. 
Vocr. Am. J. Obst. & Gynec., 1925, x, 684. [290] 

A sarcocarcinoma of the ovary. T. Akimoto. Frankfurt. 
Ztschr. f. Path., 1925, xxxii, 114. 


F. Troyano. 


External Genitalia 


Uterovaginal aplasia; the formation of a new vagina by 
the Mori-Baldwin procedure. A. R. P.O. Boro, 
and O. JuRGENS. Rev. argent. de obst. y ginec., 1925, ix, 
241. 

A report of two cases of an unusual operation for double 
vagina. G. T. Zomaxkton. Zentralbl. f. Gynack., 1925, 
xlix, 2021. 

A contribution on the treatment of non-specific leucor- 
rhoea with lactic acid vaginal tampons. ZIMMERMANN. 
Fortschr. d. Med., 1925, xliii, 287. 

A comparative study of the value of stained smears and 
cultures in the diagnosis of gonorrhceal vulvovaginitis. S. 
A. Scupper. J. Urol., 1925, xiv, 429. 

Destructive lesions of the female urethra in childhood: a 
differential diagnosis from female hypospadias. A. B. 
Ceciz. J. Urol., 1925, xiv, 441. (291) 


Miscellaneous 


A few remarks about the efficiency and inefliciency of our 
theories, with special reference to gynecology and obstet- 
rics. A, Praut. Am, J. Obst. & Gynec., 1925, x, 848. 

Changes in the position of the female genitalia. K. 
REIFFERSCHED and G. Kasotu. Beihefte z. Med. Klin., 
1925, Xxi, 85. 

The value of the anamnesis in gynecology. M. G. Roca, 
Ars med., 1925, i, 124. 

The diagnosis and treatment of sterility. G. D. Royston 
and O. S. Kress. J. Missouri State M. Ass., 1925, xxii, 


451. 

Hermaphroditismus externus femininus. W. B. Bett. 
Am. J. Obst. & Gynec., 1925, x, 778. 

The material and methods of a gynecological and obstet- 
rical clinic. W. B. Bett. J. Obst. & Gynec. Brit. Emp., 
1925, XXxii, 720. 

_, Backache in women. H. R. ANprews. Brit. M. J., 1925, 
ii, 1207. 

Gynecological examination and bimanual palpation. R. 
Potrart. Bruxelles-méd., 1925, v, 1539. 

The diagnostic value of the sedimentation reaction of the 
blood in gynecological disease. K. Ktaus. Casop. lék. 
éesk., 1925, Ixiv, 1109, 1137, 1169. 

The histological interrelationships of menstruation and 
ovulation. E. Novak. Am. J. Obst. & Gynec., 1925, %; 
802. 


SE 


De 

0. 

ch 

ov 

cli 

dis 

mi 

64 

Sc 

XX 

M 

lov 
Gy 

ica 

scl 

19 

J. 

TI 

lal 

13 

Cl 

Ja 

an 

12 

Ri 
Bi 

Sc 

an 

1g 

wi 

pr 

Sc 

ot 

ar 

Ig 


BIBLIOGRAPHY OF CURRENT LITERATURE 333 


Functional abnormalities of menstruation. G. M. GEt- 
ser. N. York State J. M., 1925, xxv, 1105. 

The endocrine treatment of menstrual disorders. T. F. 
Donovan. N. York State J. M., 1925, xxv, 1099. 

Dermatitis of the menopause cured by ovarian therapy. 
O. VIANA. Clin. ostet., 1925, xxvii, 478. 

Pelvic varicocele. L. Courty. Arch. franco-belges de 
chir., 1925, Xxviii, 666. . 

Extraperitoneal hamatocele due to rupture of the utero- 
ovarian venous plexus. A. ANGELI. Rassegna internaz. di 
clin. e terap., 1925, vi, 590. 

A critical study of puncture of the Douglas pouch as a 
diagnostic and therapeutic measure. M. G. Roca. Rev. 
méd. d. Barcelona, 1925, ii, 340. 

Ureteral fistula secondary to gynecological operations. 
C. Danrev. Arch. franco-belges de chir., 1925, xxviii, 


645. 
Bladder fistula in gynecology and obstetrics. E. F. 


Scumitz. Surg. Clin. N. Am., 1925, v, 1345. [291] 
Pelvic infections. F. FLetcuer. Ohio State M. J., 1925, 
xxi, 898. 


Protein (milk) injections in gynecological infections. R. 
M. Rawts. N. York State J. M., 1925, xxv, 1108. 

The roentgen treatment of inflammatory disease of the 
lower abdomen. W. FramM and A. Wieric. Zentralbl. f. 
Gynaek., 1925, xlix, 1847. 

Is disinfection of the vagina indispensable in gynecolog- 
ical cases and in obstetrical practice? Von Orr. Monats- 
schr. f. Geburtsh. u. Gynaek., 1925, Ixx, 257. 


A discussion on the subject of the diagnosis and treat- 
ment of gonorrhoea in women. S. JESSNER. Leipzig: 
Kabitzsch, 1925. 

Perforating ovarian cysts (Sampson’s) with invasion of 
the bladder wall: report of two cases. F. E. Keene. Am. 
J. Obst. & Gynec., 1925, x, 619. [291] 

Adenomata of endometrial origin in the laparotomy scars 
following incision of the pregnant uterus. N.S. HEANEY. 


Am. J. Obst. & Gynec., 1925, x, 625. [291] 
Adenomyoma of the abdominal wall. W. C. Danrortu. 
Am. J. Obst. & Gynec., 1925, x, 630. {291] 


Heterotopic or misplaced endometrial tissue. J. A. 
Sampson. Am. J. Obst. & Gynec., 1925, x, 649. (291] 
The relationship of ectopic adenomyomata to ovarian 
function. W. P. Graves. Am. J. Obst. & Gynec., 1925, x, 
291 


Radiological treatment of inoperable cancer . f the female 
pelvic organs. J. Heyman. Brit. M. J., 1925, ii, 827. 
[292 


The general position and treatment of inoperable cancer 
of female pelvic organs. P. P. Cote. Brit. M. J., 1925, 


ii, 831. 1292] 
The organization of a cancer service. M. DOoNALDSON. 
Brit. M. J., 1925, ii, 836. [292] 


Radium treatment in advanced cancer of the cervix. 5S. 
ForspikeE. Brit. M. J., 1925, ii, 839. 292 

Genital cancer in the female and cancer of the breast. J. 
F. Mo crnart, J. RiBARNE, and N. Capizzano. Rev. méd. 
Lat.-Am., 1925, xi, 189. 


OBSTETRICS 


Pregnancy and Its Complications 


Diagnosis in obstetrics. J. R. GArBer. South. M. J., 
1925, Xviii, 877. 

An early symptom of pregnancy. J. W. Toms. Brit. M. 
J., 1925, ii, 1062. 

farly diagnosis of pregnancy by Dienst’s method. A. 
Timoreew. Zentralbl. f. Gynaek., 1925, xlix, 2143. 

High lying arms during pregnancy and the results after 
labor. EF. Sotms and G. Braun. Med. Klin., 1925, xxi, 
1388. 

Phloridzin glycosuria as a sign of pregnancy. G. ZAMPA. 
Clin. ostet., 1925, xxvii, 449. 

exaggeration of the heart tones with an amplifier. L. 
Jacossoun. Deutsche med. Wehnschr., 1925, li, 1324. 

The value of the X-rays in obstetrics. R. MItcHeLy 
and M. R. MacCuarves. Canadian M. Ass. J., 1925, xv, 
1202. 

The roentgenographic diagnosis of anencephaly.  L. 
Rupoteu. Am. J. Obst. & Gynec., 1925, x, 840. 

Multiple pregnancies after ligamentopexy. DELAssus. 
Bull. Soc. d’obst. et de gynéc. de Par., 1925, xiv, 707. 

Pregnancy following uterine radiation. D. P. Murpuy. 
South. M. & S., 1925, Ixxxvii, 726. 

A pregnant uterus without apparent adnexa. Rupaux 
and Durante. Bull. Soc. d’obst. et de gynéc. de Par., 
1925, xiv, 639. 

Report of a case of pregnancy in a bicornuate uterus 
with dystocia. S. Pera. Policlin., Rome, 1925, xxxii, sez. 
prat., 1391. 

Twin pregnancy in a double uterus. G. Dujor. Bull. 
Soc. d’obst. et de gynéc. de Par., 1925, xiv, 733. 

A case of twin pregnancy with two demonstrable amni- 
otic sacs separated by a transverse furrow. ANDERODIES 
and MAGNANT. Bull. Soc. d’obst. et de gynéc. de Par., 
1925, xiv, 680. 


Cyclic variations in the acid titer of the vaginal secretion 
of pregnant women. Hetntern. Zentralbl. f. Gynack., 
1925, xlix, 2194. 

Cyesoedema: a peculiar bloating of pregnancy. A. A. 
Lenpon. Brit. M. J, 1925, ii, 1179. 

An unusual state of contraction of a pregnant uterus 
suggesting a myoma. P. CastaGNa. Policlin., Rome, 1925, 
xxxii, sez. prat., 1387. 

Multiple fibromata, one a previa, and pregnancy; 
threatened abortion; hysterectomy; recovery. DUBOUCHER 
and PouGet. Bull. Soc. d’obst. et de gynéc. de Par., 1925, 
xiv, 675. 

Pregnancy complicated by necrotic fibroids. M. Raw- 
uns. Brit. M. J., 1925, ii, 1223. 

Ovarian tumors complicating pregnancy, with a report 
of six cases. C. B. INGRAHAM. Am. J. Obst. & Gynec., 
1925, X, 815. 

Ruptured cysts of the ovary at the end of pregnancy. 
M. L. Pérez and A. J. Gurroy. Semana méd., 1925, 
xxxii, 989. 

Hemorrhage in pregnancy, labor, and the puerperium. 
J. W. Brive. Brit. M. J., 1925, ii, 1176. 

Hemorrhage in pregnancy, labor, or the puerperium due 
to rupture of the uterus, tumors, or carcinoma, W. D. 
Porter. Ohio State M. J., 1925, xxi, gos. 

Hemorrhage from rupture of a vaginal varix simulating 
hemorrhage from a central placenta previa. G. AYMER- 
1cH. Clin. ostet., 1925, xxvii, 471. 

The pathological anatomy of uteroplacental apoplexy. 
R. Mestre. Bull. Soc. d’obst. et de gynéc. de Par., 1925, 
xiv, 653. 

Abruptio placentew. J. A. Coscrirr. Minnesota Med., 
1925, viii, 738. 

Placenta praevia with severe haemorrhage; casarean sec- 
tion; recovery. Picarp. Bull. Soc. d’obst. et de gynéc. de 
Par., 1925, xiv, 709. 


R. 
925, 
\NO. 
ious 
cys- 
and 
xiv, 
)25, 
pil- 
ec., 
_E. 
irt. 

by 
LO, 
ix, 
ble 
125, 
or- 
VN. 
nd 
S. 
90) 
B. 
yur 
et- 
K. 
n., 
SA. 
ON 
‘i, 
LL. 
et- 
R. 
he 
k. 
ad 


334 INTERNATIONAL ABSTRACT OF SURGERY 


Placenta previa; conservative cesarean section. A. 
Duvittier and J. CampBrer. Bull. Soc. d’obst. et de 
gynéc. de Par., 1925, xiv, 712. 

The treatment of placenta previa by vaginal caesarean 
section. I. Fepres. Bull. Soc. d’obst. et de gynéc. de Par., 
1925, xiv, 738. 

Cwsarean section for central placenta previa. G, 
Zanetti. Policlin., Rome, 1925, xxxii, sez. prat., 1386. 

Placenta previa in obstetrics and gynecology. N. P. 
Costa and P. A. LAnpaA. Bol. Soc. de obst. y ginec. de 
Buenos Aires, 1925, iv, 378. 

Uterine rupture; internal haemorrhage; recovery. O. M. 
Forttn. Rev. de med. y cirug. de la Habana, 1925, xxx, 

83. 
Hysterectomy with Mikulicz tamponade for uterine rup- 
ture in the course of pregnancy; recovery. CABANES and 
Jauter. Bull. Soc. d’obst. et de gynéc. de Par., 1925, xiv, 
676. 

Pregnancy and tuberculosis, with remarks upon artificial 
pneumothorax. Sir T. Otiver. Practitioner, 1925, cxv, 

69. 

. excessive size of the fetus in three successive pregnancies 
and paternal syphilis. Trittat. Bull. Soc. d’obst. et de 
gynéc. de Par., 1925, xiv, 730. 

Bismuth treatment of syphilis in the pregnant woman. 
F. D’Aprite. Clin. ostet., 1925, xxvii, 456. 

Appendicitis and pregnancy. GAUCHERAND and Puic. 
Bull. Soc. d’obst. et de gynéc. de Par., 1925, xiv, 
728. 

Malaria in pregnancy; a case resistant to quinine cured 
by stovarsol. Pouce. Bull. Soc. d’obst. et de gynéc. de 
Par., 1925, xiv, 673. 

Pyelographic findings in pyelitis complicating pregnancy. 
J. T. Witttams. Am. J. Obst. & Gynec., 1925, x, as 


The relation of the kidney to pregnancy toxemias, espe- 
cially eclampsia. D.S. Hituts. J. Michigan State M. Soc., 
1925, Xxiv, 653. 

Studies in human constitution. IIIf. Physical types in 
relation to the toxewmias of pregnancy. G. Draper. Am. 
J. M. Sc., 1925, clxx, 803. 

Subcutaneous oxygen and the vomiting of pregnancy. 
CaBanes. Bull. Soc. d’obst. et de gynéc. de Par., 1925, 
xiv, 6608. 

The etiology and prophylaxis of eclampsia. A. HocHEen- 
BICHLER. Monatsschr. f. Geburtsh. u. Gynaek., 1925, 
Ixix, 206. 

“clampsia, with unusual non-protein nitrogen in the 
blood: report of a case. R. D. Mussey. Am. J. Obst. & 
Gynec., 1925, x, 820. 

Three cases of eclampsia in which pilocarpin hydro- 
chloride was used. Favreau. Bull. Soc. d’obst. et de gynéc. 
de Par., 1925, xiv, 683. 

Diabetes, insulin, and pregnancy. R. Firz and W. P. 
Murpny. Boston M. & S. J., 1925, cxciii, 1092. 

The use of insulin in eclampsia. H. J. SranpeR and E. 
E. Duncan. Am. J. Obst. & Gynec., 1925, x, 823. 

The protein content of the blood in pregnancy, labor, 
and the puerperium and its significance. L. Kraut. 
Monatsschr. f. Geburtsh. u. Gynaek., 1925, Ixx, 6. 

Studies of the acetone content of the blood and its rela- 
tion to the acidosis of pregnancy. O. BoKELMANN, A. 
Bock, and J. Rorner. Ztschr. f. Geburtsh. u. Gynaek., 
1925, Ixxxix, I. 

Molar pregnancy of eight months; Porro’s operation; 
recovery. Kien. Bull. Soc. d’obst. et de gynéc. de Par., 
1925, xiv, 696. 

The report of one hundred and six cases of extra- 
uterine pregnancy. H. E. Stern. Am. J. Obst. & Gynec., 


1925, X, 833. 


Intra-uterine twin pregnancy and extra-uterine preg- 
nancy. Paquet. Bull. Soc. d’obst. et de gynéc. de Par., 
1925, xiv, 706. 

Uterine rupture; passage of the intact ovum into the 
abdominal cavity. M. L. Pérez. Bol. Soc. de obst. y 
ginec. de Buenos Aires, 1925, iv, 432. 

Uterine pregnancy of normal evolution after laparotomy 
for retention of an extra-uterine pregnancy at term. J. 
Vanverts. Bull. Soc. d’obst. et de gynéc. de Par., 1925, 
xiv, 722. 

A case of puerperal tetanus appearing on the twelfth day 
after a vaginal operation upon an extra-uterine pregnancy; 
peritoneal inundation from rupture of a three months’ 
tubal pregnancy. Patvos and Perripis. Bull. Soc. d’obst. 
et de gynéc. de Par., 1925, xiv, 735. 

Interstitial pregnancy. A. S. Troupin. Boston M. & S, 
J., 1925, cxciil, 1237. 

Interstitial pregnancy and its etiology. W. Scumirr. 
Ztschr. f. Geburtsh. u. Gynaek., 1925, Ixxxix, 87. 

Interstitial pregnancy treated by hysterectomy. Corre 
and LATREILLE. Bull. Soc. d’obst. et de gynéc. de Par., 
1925, xiv, 725. 

Two successive angular pregnancies in the same patient. 
T. J. GonzAtez. Bol. Soc. de obst. y ginec. de Buenos 
Aires, 1925, iv, 365. 

Intraligamentous pregnancy. W. T. KeNNepy. Am. J. 
Obst. & Gynec., 1925, x, 858. 

A contribution on tubal pregnancy. A. Ponyoan. Ars 
med., 1925, i, 118. 

Ruptured ectopic gestation. E. KNowtes. Lancet, 1925, 
ccix, 1166. 

Abdominal pregnancy secondary to tubal gestation at 
term, with notes of a case. J. A. Kynocu. Edinburgh M. 
J., 1925, xxxii, Tr. Edinb. Obst. Soc., 159. 


Labor and Its Complications 


Modern aids to labor. W. B. Henpry. Illinois M. J., 
1925, xlvili, 441. 

The management of labor. H. F. Kane. Virginia M. 
Month., 1925, lii, 593. 

The report of a case of premature labor with survival of 
the child. E.C. Lyon. Am. J. Obst. & Gynec., 1925, x, 
856. 

The place of pituitrin in obstetrics. M. P. Rucker. 
Virginia M. Month., 1925, lii, 59o. 

Gynergen or hypophysin? E. Rrepev. Klin. Wehnschr., 
1925, iv, 1774. 

The value of scopolamine-morphine narcosis in labor. 
G. W. Tueosap. Practitioner, 1925, cxv, 393. 

Metro-anesthesia in obstetrics induced by injection of 
the ganglia of Frankenhaeuser. E. Fepres. Bull. Soc. 
d’obst. et de gynéc. de Par., 1925, xiv, 739. 

The anomalies of dilatation; the rdle of the nervous sys- 
tem in their determination. M. Riviere. Bull. Soc. d’obst. 
et de gynéc. de Par., 1925, xiv, 686. 

A case of abnormal stationary dilatation. GuILLEMET 
AND Riviere. Bull. Soc. d’obst. et de gynéc. de Par., 1925, 
xiv, 681. 

The obstetrical forceps operation. D. S. Hituts. Vir- 
ginia M. Month., 1925, lii, 550. 

The report of two cases of inversion of the uterus. G. 
Duyjot. Bull. Soc. d’obst. et de gynéc. de Par., 1925, xiv, 


733+ 

Hemorrhage preceding spontaneous rupture of. the 
uterus in explosive labor. R. Grampaoto. Policlin., Rome, 
1925, Xxxii, sez. prat., 1389. 

Spontaneous rupture of the uterus in the scar after 
cervical transperitoneal casarean section. P. MUELLER. 
Monatsschr. f. Geburtsh, u. Gynaek., 1925, Ixx, 249. 


Ris: 


| 

A 
afte! 
Zent 
St 
Rev 
D 
R. | 
Bue 
M 
enta 
gyn 
A 
Bull 
G 
gini: 
A 
riori 
de F 
Li 
Por 
647. 
P 
de o 
T 
Bur 
thir 
han 

Tr. 

[294 

: D 
Roy 
0 
Mec 
P 
Hon 
Py 
&R 
T 
Mor 
199. 
TI 
pera 
cas, 
seno 
‘ gyn 
T 
hem 
Soc, 
Tl 
| 
Tl 
after 
1925 
In 

Jr. 


BIBLIOGRAPHY OF CURRENT LITERATURE 335 


A case of spontaneous separation of the portio vaginalis 
after the introduction of a Tarnier bag. KE. BetrMann. 
Zentralbl. f. Gynaek., 1925, xlix, 1771. [294] 

Spontaneous rupture of the umbilical cord. R. 5. 
Swpatt. Am. J. Obst. & Gynec., 1925, x, 836. 

Surgical treatment of pelvic dystocia. Dr Sant’ ANNA. 
Rev. de gynec. e d’obst., 1925, xix, 371. 

Dystocia due to a tumor of the sacral region of the fetus. 
R. Betto and R. Jakos. Rol. Soc. de obst. y ginec. de 
Buenos Aires, 1925, iv, 426. 

Multiple fetal malformations resulting in a frontal pres- 
entation. Hour: and Janier. Bull. Soc. d’obst. et de 
gynéc. de Par., 1925, xiv, 667. 

A hydrocephalic fetus in face presentation. ANDERODIAS. 
Bull. Soc. d’obst. et de gynéc. de Par., 1925, xiv, 686. 

Labor in a case of thoracopagus. R. Lamy. Monatsschr. 
{. Geburtsh. u. Gynaek., 1925, Ixx, 199. 

Potter’s version and its possibilities J. M. Roper. Vir- 
ginia M. Month., 1925, lii, 583. 

A case of cxesarean section followed by temporary exte- 
riorization of the uterus and secondary hysterectomy. 
Risacner and Larritre. Bull. Soc. d’obst. et de gynéc. 
de Par., 1925, xiv, 644. 

Low transperitoneal ccesarean section. COUVELAIRE and 
Portes. Bull. Soc. d’obst. et de gynéc. de Par., 1925, xiv, 
647. 

lochiometra. J. A. Gapaston. Bol. Soc. 
de obst. y ginec. de Buenos Aires, 1925, iv, 351. 

The treatment of postpartum hemorrhages. I. Von 
BueBeNn. Zentralbl. f. Gynaek., 1925, xlix, 2013. 

The mobility of the uterus as a factor in the care of the 
third stage of labor and in the control of postpartum 
hemorrhage. J. Henpry. Edinburgh M. J., 1925, xxxii, 
Tr. Edinb. Obst. Soc. 153. [295] 


Puerperium and Its Complications 


Delayed chloroform poisoning following delivery. G. D. 
Royston. Am. J. Obst. & Gynec., 1925, x, 808. 

Observations on puerperal sepsis. KE. A. SCHUMANN. 
Med. J. & Rec., 1925, cxxii, 722. 

Puerperal infections. H. B. Curver. J. Am. Inst. 
Homaop., 1925, xvili, 1073. 

Puerperal sepsis in Wales. Sir E. Maciean. Med. J. 
& Rec., 1925, Cxxii, 719. 

The treatment of puerperal infection. J. C. Rivas 
Moraes. Rev. de med. y cirug., Caracas, 1925, viii, 
199. 

The treatment of puerperal fever; the treatment of puer- 
peral infection. L. Razerri. Rev. de med. y cirug., Cara- 
cas, 1925, viii, 167, 186. 

Severe puerperal fever treated by ten injections of novar- 
senobenzol. ForGet-Urton. Bull. Soc. d’obst. et de 
gynéc. de Par., 1925, xiv, 679. 

The treatment of puerperal fever by the injection of 
hemolyzed autogenous blood. Descarrentrtes. Bull. 
Soc. d’obst. et de gynéc. de Par., 1925, xiv, 698. 


Newborn 


The rights of the newly born. L. R. DeBuys. South. 
M. J., 1925, xviii, 888. 

The estimation of fetal maturity by measurements taken 
after birth. W. Apams. J. Obst. & Gynec. Brit. Emp., 
1925, xxxii, 734. 

Intracranial injuries in the newborn. C. H. RicHarpson, 
Jr. J. Med. Ass. Georgia, 1925, xiv, 484. 295 

Further observations of intracranial haemorrhage in the 
newborn. W. SHARPE and A. S. MACLAIRE. Surg., Gynec. 
& Obst., 1925, xli, 583. (296 


Two cases of meningeal hemorrhage in the course of 
spontaneous labor. PLaucuu and Cuatx. Bull. Soc. 
d’obst. et de gynéc. de Par., 1925, xiv, 727. 

Preliminary note on the treatment of meningeal hamor- 
rhages of the newborn by repeated lumbar puncture. 
Riviére and Riviére. Bull. Soc. d’obst. et de gynéc. de 
Par., 1925, xiv, 690. 

The etiology of temporary cedema in premature and 
newborn children. K. WALTNER. Zentralbl. f. Gynaek., 
1925, xlix, 2073. 

Congenital hydrops. W. Dick. Med. Klin., 1925, xxi, 
1391. 

The osmotic resistance of the red cells and the cholesterin 
content of the blood in newborn children; a contribution 
on the question of icterus neonaturum. R. Hornunc. 
Zentralbl. f. Gynaek., 1925, xlix, 2124. 

Acute dilatation of the stomach due to aerophagia in a 
newborn child. Durovucuer.* Bull. Soc. d’obst. et de 
gynéc. de Par., 1925, xiv, 672. 

Exomphalos. A. LAguiére. Bull. Soc. d’obst. et de 
gynéc. de Par., 1925, xiv, 662. 

Two cases of acardiac fetus. N. MAstert. Clin. ostet., 
1925, XXvii, 463. 

Tetrabrachial thoracopagus. A. Irsa, Zentralbl. f. 
Gynack., 1925, xlix, 2206. 


Miscellaneous 


Maternity, infancy, and early childhood clinics or con- 
ferences in relation to the family physician. M. Cuampton. 
Boston M. & S. J., 1925, exciii, 1182. 

An obstetrical retrospect. O. Byornson. Canadian M. 
Ass. J., 1925, xv, 1236. 

Modern obstetrics. I. T. Cutrer. Texas State J. M., 
1925, Xxi, 494. 

Modern developments in obstetrics. R. F. Marrers. 
Med. J. Australia, 1925, ii, 672. 

Impressions of a visit to certain American and Canadian 
obstetrical and gynecological clinics. D. Minter. Edin- 
burgh M. J., 1925, xxxii, Trans. Edinburgh Obst. Soc., 
169. 

The Minnesota maternity and infancy program. EF. C. 
Hartiey and R. E. Boynron. Am. J. Obst. & Gynec., 
1925, X, 863. 

A statistical survey of obstetrics in Pasadena, as an 
example of obstetrics as practiced in cities of California, 
January 1, 1924 to December 31, 1924. J. S. Hippen. 
Am. J. Obst. & Gynec., 1925, x, 843. 

The effect of employment for wages on pregnancy, labor, 
and the puerperium, with particular reference to textile in- 
dustry. M. Hirscu. Zentralbl. f. Gynaek., 1925, xlix, 1793. 

The case for the unborn child. T. W. Even. Lancet, 
1925, CCiX, 1153. 

Gleanings from midwifery practice. A. A. LeNpon. 
Med. J. Australia, 1925, ii, 669. 

Pelvic measurements in Indian women, G. STAPLETON. 
Indian M. Gaz., 1925, Ix, 560. 

The infectiousness of the milk of women with syphilis. 
G. Scuwarz and M. Scuupert. Arch. f. Dermat. u. Syph., 
1925, cxlix, 409. 

The importance of rectal and vaginal methods of ex- 
amination for the prevention of puerperal wound infec- 
tion. W. Fuerst. Zentralbl. f. Gynaek., 1925, xlix, 
1728. 

Observations on twinning: Is it possible for uni-ovular 
twins to have different colored hair? KE. Lozwy. Med. 
Klin., 1925, xxi, 1125. 

Two cases of malignant deciduoma of late development. 
ALBERTIN. Bull. Soc. d’obst. et de gynéc. de Par., 1925, 
xiv, 731. 


y 
ly 
J. 
E 
J. 
rs 
at 
3 
1. 
of 
R. 
of 
t. 
r 
1€ 
er 


330 INTERNATIONAL ABSTRACT OF SURGERY 


GENITO-URINARY SURGERY 


Adrenal, Kidney, and Ureter 


Thermogenesis as the fundamental function of th® 
adrenal medulla and cortex. C. E. De M. Sayous. Endo- 
crinology, 1925, ix, 441. 

The end-result of hypernephroma. G. G. Smiru and 
A. B. SHoeMAKER. J. Urol., 1925, xiv, 389. [297] 

Modifications of the arterial pressure and the calcium 
content of the blood following irradiation of the suprarenal 
gland. A. Pozzt. Policlin., Rome, xxxii, sez. med., 503. 

Contributions on the anatomy and physiology of the 
renal pelvis and ureters. T. Hryntscuak. Verhandl. d. 
deutsch. Gesellsch. f. Urol., 1925, 64. 

The anatomical bases of the milking theory of the kidney 
pelvis. M. Westennorrer. Verhandl. d. deutsch. Ge- 
sellsch. f. Urol., 1925, 54. 

Congenital changes in the kidney pelvis and ureters in 
childhood. L. Verhandl. d. deutsch. 
Gesellsch. f. Urol., 1925, 83. 

Studies in renal innervation. G. BLocu. Sperimentale, 
1925, Ixxix, 895. 

Renal function in persons having only one kidney. 
N. B. Fosrer. Arch. Int. Med., 1925, xxxvi, 884. 

Studies with intravenous injections of indigo carmine with 
vhloridzin as a test of renal function. D. EGyept. Ver- 

andl. d. deutsch. Gesellsch. f. Urol., 1925, 173. 

Renal function: results of experimental work with mor- 
phine and atropine. W. H. Hatnes and L. F. MILirken. 
J. Am. M. Ass., 1925, Ixxxv, 1853. 

Further studies in the application of the creatinin kidney 
function test. N. OckerBLAD. J. Urol., 1925, 

2 


X-ray examination of the urinary tract, with the report 
of a case of congenital unilateral kidney. F. B. SHeLpon. 
California & West. Med., 1925, xxiii, 1569. 

Double kidney: a contribution on the diagnosis of hydro- 
nephrosis of a double kidney. A. W. Smirnow. Ztschr. f. 
urol. Chir., 1925, xviii, 61. 

Bilateral duplication of the renal pelves and ureters. 
Hf. W. E. Wacruer. Ann. Surg., 1925, Ixxxii, 968. 

Horseshoe kidney. D. N. Etsenpratu, F. M. Purrer, 
and H. B. Cutver. Ann. Surg., 1925, Ixxxii, 735. [297] 

The disposition of the excretory canals in hydropyo- 
nephrotic horseshoe kidney. H. BLanc and M. Necro. 
J. @urol. méd. et chir., 1925, xx, 210. + 

experimental hydronephrosis: the effect of changes in 
blood pressure and in blood flow on its rate of development. 
If. Partial obstruction of the renal artery: diminished 
blood flow; diminished intrarenal pressure and oliguria. 
I. Hinman and A. B. Hepcer. Arch. Surg., 1925, xi, 38 

298 


Chronic suppurative nephritis. A. H. Peacock. North- 
west Med., 1925, xxiv, 630. 

The question of granular pyelitis. W. BAETzNER. Ver- 
handl. d. deutsch. Gesellsch. f. Urol., 1925, p. 79. 

Two unusual cases of renal calculi. Low. N. Zealand 
M. J., 1925, xxiv, 284. 

Polycystic kidney; functional examination. A. M. 
Léprz. Rev. Soc. argent. de urol., 1925, i, 157. 

Primary papillary adenoma of kidney. W. H. Fisuer. 
Urol. & Cutan. Rev., 1925, xxix, 709. 

Embryonal nephrosarcoma treated with radium. E. 
Foster and J. R. MeNpILAHARzU. Semana méd., 1925, 
Xxxii, 926. 

A clinical contribution on pararenal tumors in the 
female. I. p’Ercuta, Clin, ostet., 1925, xxvii, 460. 


Intermittent autonephrectomy—report of a case. J. L, 
TENENBAUM. Urol. & Cutan. Rev., 1925, xxix, 719. 

Renal roentgenography during operation. M. C. Sos- 
MAN. Surg., Gynec. & Obst., 1925, xli, 682. {299 

Innervation and decapsulation of kidneys. L. Casper, 
Verhandl. d. deutsche Gesellsch. f. Urol., 1925, 150. 

The function of the ureter. R. Du Bots-Reymonp, 
Verhandl. d. deutsch. Gesellsch. f. Urol., 1925, 46. 

Ureteral insufficiency. H. KUEMMELL, Jr. Verhandl. d, 
deutsch. Gesellsch. f. Urol., 1925, p. 69. 

The correct and incorrect interpretation of the findings 
of vaginal palpation of the ureters. A. Block. Verhandl. 
d. deutsch. Gesellsch. f. Urol., 1925, 84. 

Ureteral pyelography. AGUILAR SARMIENTO. Arch. de 
med., cirug. y especial., 1925, vi, 5, 109, 151, 193. 

Ureteral kinks: their incidence and significance. G. R. 
Livermore. South. M. J., 1925, xviii, 875. 

Strictures of the ureter. S. PERLMANN. Verhandl. d. 
deutsch. Gesellsch. f. Urol., 1925, p. 81. 

Ureteral stricures, kinks, and abnormal inserts. D. N. 
EIseNDRATH. Surg., Gynec. & Obst., 1925, xli, 557. [299] 

The incidence of ureteral stricture. N. P. Ratupuy, 
J. Urol., 1925, xiv, 403. {299| 

A new and simple repair of ruptured or strictured ureters. 
L. L. McArtuur. Surg., Gynec. & Obst., 1925, xli, 719. 

300) 


Two cases of ureteral fistula. J. B. Ruiz. Rev. de med. 
y cirug. de la Habana, 1925, xxx, 590. 

The symptoms of ureteral stones. FE. Kornirzer. 
Verhandl. d. deutsch. Gesellsch. f. Urol., 1925, 98. 

A case of calculus of the ureter. V. Hourroute. J. 
d’urol. méd. et chir., 1925, xx, 318. 

Impacted calculi of ureter: treatment and results in sixty 
cases. A. H. Peacock. J. Am. M. Ass., 1925, Ixxxv, rods 

00 


A case of extraperitoneal pelvic ureteral lithotomy. 
EF. Castano. Rev. Soc. argent. de urol., 1925, i, 151. 


Bladder, Urethra, and Penis 


Oblique and lateral cystography. H. BLanc, M. Necro, 
and A. Dartaux. J. d’urol. méd. et chir., 1925, xx, 193. 

Hypogastric cystostomy for a foreign body retained 
after autolithotrity. A. Cuurco. Bol. Soc. de obst. y 
ginec. de Buenos Aires, 1925, iv, 420. 

Vesical calculus in children. R. SANMARTIN. Repert. de 
med. y cirug., 1925, xvi, 502. 

Vesical rectal fistula in the female. 
Ztschr. f. urol. Chir., 1925, xviii, 23. 

An unusual case of suppurative pericystitis in an old 
man with urinary symptoms. J. Marartre. J. d’urol. 
méd. et chir., 1925, xx, 320. 

The etiology of incrusted cystitis with alkaline urine. 
B. H. Hacer and T. B. Macatu. J. Am. M. Ass., 1925, 
1925, Ixxxv, 1352. {300} 

Cystitis caused by ameeba histolytica and schistosoma 
mansoni. A, Panayotatou. Brit. J. Child. Dis., 1925, 
xxii, 289. 

Ulcerating lesions in amoebic cystitis. M. Prrzetakis 
and P. Mytonas. J. d’urol. méd. et chir., 1925, xx, 220. 

Some observations on the management of cystitis. 
W. R. Hornapay. J. lowa State M. Soc., 1925, xv, 639-, 

A case of vesical syphilis producing a vesico-sigmoid 
fistula. B. Corrfa. Arch. brasil. de med., 1925, xv, 959: 

Leucoplakia of the bladder. O. J. Wituetnt. J. Urol, 
1925, xiv, 653. 


J. SCHIFFMANN. 


A 
Urol 
B 
Ver! 
nar) 
192! 
app 
Lan 
Rec 
A 
mas 
Wa 
192. 
A 
192! 
C 
tis. 
T 
Ixxil 
C 
the 
192: 
Mo. 
T 
ven 
urol 
C 
Stat 
A 
fron 
192 
vesi 
| 192 
R 
com 
xiv, 
T 
han 
P 
P 
Bre 
B 
Do 
tom 
192 
A 
tect 
707 
I 
tom 
I 
vesi 
Ur 
and 


oid 
159. 


ol. 


BIBLIOGRAPHY OF CURRENT LITERATURE 337 


A plastic operation on the bladder for tabetic paresis. 
R. OpPpENHEIMER. Verhandl. d. deutsch. Gesellsch. 
Urol., 1925, 252. 

Bridge formation in the bladder. FE. R. W. FRANK. 
Verhandl. d. deutsch. Gesellsch. f. Urol., 1925, 226. 

Some reflections upon villus-covered tumors of the uri- 
nary bladder. R. H. J. Swan. Proc. Roy. Soc. Med., Lond., 
1925, xix, Sect. Urol., 1. ] 

Note on a cystoscope of a new type designed for the 
application of diathermy to bladder tumors. F. Kup. 
Lancet, 1925, ccix, 1282. (301] 

Sarcoma of the bladder. W. R. Jameson. Med. J. & 
Rec., 1925, Cxxii, 734. 

An improved technique for the application of radium to 
massive tumors involving the base of the bladder. FE. M. 
Watson. Bull. Buffalo Gen. Hosp., Buffalo, N. York, 
1925, ili, 72. 

Anterior urethritis. T. J. McBee. Urol. & Cutan. Rev., 
1925, XXiX, 711. 

Culture of the sperm in the diagnosis of chronic urethri- 
tis. Riforma med., 1925, xli, 1017. 

Tertiary lues and strictures of the female urethra. 
F. X. Bernuart. Muenchen. med. Wehnschr., 1925, 
Ixxii, 1547. 

Considerations on two cases of impassable stricture of 
the bulbar urethra. J. SALLERAS. Rev. méd. de Sevilla, 
1925, Xliii, 1. 

Fibrous induration of the corpora cavernosa. D. R. 
Med. Ibera, 1925, ix, 401. 

Total inclusion of the penis in a scar secondary to a 
venereal granuloma, J. SALLERAS. Rev. Soc. argent. de 
urol., 1925, i, 160. 

Carcinoma of the penis. J. B. Cartistr. J. Missouri 
State M. Ass., 1925, xxii, 467. 


Genital Organs 


A new theory of the function of the prostate deduced 
from gland transplantation in physicians. H. L. Hunt. 
Endocrinology, 1925, ix, 479. 

Prostatism. J. J. RaveNe. J. South Carolina M. Ass., 
1925, xxi, 289. 

Colon-bacillus infection of the prostate and seminal 
vesicles. A. L. Worparst. Internat. J. Med. & Surg., 
1925, XXXvili, 471. 

Radium and the roentgen ray in the treatment of sar- 
coma of the prostate. H. C. Bumpus, Jr. J. Urol., 1925 
xiv, 519. [301] 

The technique of prostatectomy. H. Rupririus. Ver- 
handl. d. deutsch. Gesellsch. f. Urol., 1925, 206. 

Prostatectomy: the follow-up record in forty-two cases. 
F. S. ScHooNOVER, JR. Texas State J. M., 1925, xxi, 505. 

Pre-operative treatment in prostatectomy. .G. VAN A. 
Brown. J. Michigan State M. Soc., 1925, xxiv, 669. 

Blood transfusion in surgery of the prostate. A. I. 
Dopson. Ann. Surg., 1925, Ixxxii, 974. 

The closed and open method in suprapubic prostatec- 
tomy: a case report. H. A. Sprincer. Ohio State M. J., 
1925, xxi, g18. [302] 

A new method of drainage following suprapubic prosta- 
tectomy. C. A. Mosiey. Urol. & Cutan. Rev., 1925, xxix, 
707. 

Prevention of complications after suprapubic prostatec- 
tomy. R. OppENHEIMER. Verhandl. d. deutsch, Gesellsch. 
f. Urol., 1925, 215. 

Indications for the surgical treatment of the seminal 
vesicles. A. Lewin. Verhandl. d. deutsch. Gesellsch. f. 
Urol., 1925, 199. 

Typhoid orchi-epididymitis. Castex, 
and CosTEMALLE. Rev. Soc. de med. interna, 1925, i, 471. 


Spermatogenesis in disease of the epididymis. N. I. 
KukupsHanow. Ztschr. f. urol. Chir., 1925, xviii, 205. 

Tumors of the spermatic cord; unusual case of fibro- 
myxo-sarcoma. P. Baroccut. Ann. ital. di chir., 1925, iv, 
1049. 

of the testis. A. E. Wess-Jonnson. Brit. 


M. J., 1925, ii, 1048. [302] 
Infections along the sheath of the vas deferens. H. C. 
Rotnick. J. Urol., 1925, xiv, 371. [302] 


The tuberculous nature of certain so-called essential 
hydroceles. P. Cartier and H. Goparp. Rev. de chir., 
Par., 1925, xliv, 617. 

Stiological, diagnostic, and pathological consideration 
of testicular tumors. W. H. Harnes. Urol. & Cutan. Rev. 
1925, XXix, 704. 

A metastatic testicular carcinoma involving the ab- 
dominal, mediastinal, and supraclavicular glands treated 
by X-ray. H. J. UttmMaAnn. California & West. Med., 1925, 
xxiii, 1579. 

Miscellaneous 


The present-day status of urology in Europe. C. P. 
Martué. Internat. J. Med. & Surg., 1925, xxxviii, 
303 


Errors in the interpretation of urographic findings. 
W. F. Braascu. J. Urol., 1925, xiv, 631. 303] 
The endocrines as factors in urological and cutaneous 
conditions. H. H. Rusin. Urol. & Cutan. Rev., 1925, xxix, 


Surgical diseases and injuries of the urinary organs. 
Pels-Leusden: Surgical diseases and injuries of the male 
sex organs. VoELCKER and LeppEerHoseE. Leipzig: Thieme, 
1925. 

The origin of Cooper’s fascia in the scrotal region. P. 
Barco. Policlin., Rome, 1925, xxxii, sez. chir., 473. 

A case of bilateral anomaly of the urinary tract. A. 
Weiser. Ztschr. f. urol. chir., 1925, xviii, 53. 

A flexible exploratory sound for the diagnosis of severe 
strictures. L. ape Ag J. durol. méd. et chir., 1925, 
XX, 2306. 

New ureteral dilators and catheters. V. C. PepeRsEN. 
J. Urol., 1925, xiv, 671. 

The treatment of disturbances of micturition with 
magnesium . sulphate. Worrascuewsky. Verhandl. d. 
deutsch. Gesselsch. f. Urol., 1925, p. 241. 

Intravenous urotropin in postoperative urinary reten- 
tion. A. E. Baker. J. South Carolina M. Ass., 1925, xxi, 
204. 
oA case of essential incontinence of urine in an infant. 
A. Serantes, M. SERANTES, and A. Leopo.po, Rev. Soc. 
argent. de urol., 1925, i, 139. 

Attempted fractional diuresis applied in the treatment 
of diuresis at the hydromineral station of d’Olanesti. 
Buzaciu. J. d’urol. méd. et chir., 1925, xx, 220. 

The estimation of small quantities of bismuth in the 
urine. C. A. Hiti. Lancet, 1925, ccix, 1281. 

Three cases of paroxysmal hemoglobinuria, G. Con- 
STANTINESCO. J. d’urol. méd. et chir., 1925, Xx, 231. 

Hematuria. H. G. Prescuner. Verhandl. d. deutsch. 
Gesellsch. f. Urol., 1925, p. 181. 

The treatment of malarial hamaturia. W. G. Kicer. 
New Orleans M. & S. J., 1925, Ixxviii, 358. 

Urinary calculi. W. K. Irwin. Practitioner, 1925, cxv, 
402. 

Urinary calculi: chemical composition and structure in 
relation to radiography. D. E. Sura. J. Am. M. Ass., 
1925, Ixxxv, 1939. 

The difficulty in distinguishing between the radiographic 
appearance of urinary stones and calcified abdominal 
A. L. Cuute. J. Urol., 1925, xiv, 489. 


Sos- 
PER, 
OND. 
ll. d. 
lings 
indl. 
. de 
). N. 
299) 
BUN, 
299) 
ters. 
‘19. 700. 
300) 
ned. 
ZER, 
ixty 
043. 
300} 
my. 
GRO, 
3 
ined 
t. y 
. de 
old 
rol. 
ine. 
)25, 
300) 
yma 
)25, 
KIS 
26. 
itis. 
7 
_| 


338 INTERNATIONAL ABSTRACT OF SURGERY 


Bacterial and protein stones in the urinary passages. H. 
Becker. Ztschr. f. uro!. Chir., 1925, xvii, 77. 

The recognition and treatment of urinary infection. W. 
Braascu. J.-Lancet, 1925, xlv, 585. 

Infections of the urinary tract in children. H. G. 
Bucsee. N. York State J. M., 1925, xxv, 1063. 

Problems in venereal prophylaxis. FE. A. Rour. Med. J. 
& Rec., 1925, cxxii, 656. 

A demonstration of the histotopography of gonorrhoea. 
M. Jacosy. Verhandl. d. deutsch. Gesellsch. f. Urol., 
1925, Pp. 310. 

Gonorrhcea in natives of New Guinea: a record of twelve 
months’ work in a venereal disease campaign in Rabaul. 
W. L. Catov and H. Weir. Med. J. Australia, 1925, ii, 
720, 


Gonorrhceal vaccines and urotropin. FE. A. Sainz pe Aja, 
Rev. méd. d. Barcelona, 1925, ii, 374. 
Hexylresorcinol as a urinary disinfectant. V. Leonarp 
and A. Woop. J. Am. M. Ass., 1925, Ixxxv, 1855. 
Indications for surgery in gonorrhoea in men. A, R. 
Stevens. Internat. J. Med. & Surg., 1925, xxxviii, 488. 


4 

Cancer of the urinary passages. A. AsTRALpr. Rey, 
méd. Lat.-Am., 1925, xi, 264. 

Recent advances in urinary surgery. D. N. Ersenpraru, 
Rev. méd. d. Barcelona, 1925, ii, 376. 

Local anesthesia in urological surgery. G. Von Ittyfs, 
Verhandl. d. deutsch. Gesellsch. f. Urol., 1925, 308. 

Multiple-stage operations in urological surgery. H. G. 
BucBee. South. M. J., 1925, xviii, 871. [305] 


SURGERY OF THE BONES, JOINTS, MUSCLES, ‘TENDONS 


Conditions of the Bones, Joints, Muscles, 
Tendons, Etc. 


A brief note on a case of hemiatrophy in an infant. FE. 
Prircuarp. Proc. Roy. Soc. Med., Lond., 1925, xix, Sect. 
Study Dis. Child., ro. 

The pathological anatomy and special pathology of bone 
atrophy. O. Beck. Ergebn. d. Chir. u. Orthop., 1925, 
xviii, 550. 

The osteogenetic function of the periosteum. F. FE. 
Bratspett. Arch. Surg., 1925, xi, 933. [306] 

Does bone form from osteoblasts or from a metaplasia of 
the surrounding connective tissue? M. C. Ronpe. Surg., 
Gynec. & Obst., 1925, xli, 740. 

A case of failure of ossification and other abnormalities 
of bones. D. Paterson. Proc. Roy. Soc. Med., Lond., 
1925, xix, Sect. Study Dis. Child., 15. 

Two cases of abnormal osteogenesis in the same family. 
FE. Prrrewarp. Proc. Roy. Soc. Med., Lond., 1925, xix, 
Sect. Study Dis. Child., 8. 

A case of multiple osteogenic exostoses. Rortve. Arch. 
méd. belges, 1925, Ixxviii, 245. 

Attenuated bone infections: considerations in the treat- 
ment of osteomyelitis. W. M. Brickner. J. Am. M. Ass., 
1925, Ixxxv, 1782. f 

Inflammation of the bone. H. W. Gitten. U.S. Naval 
M. Bull., 1925, xxiii, 465. 

Osteitis deformans. H. FE. List. U.S. Naval M. Bull, 
1925, Xxili, 504. 

Fibrositis. R.G. Gorpon. Edinburgh M. J., 1925, xxxii, 


Enchondroma of the large bones. S. SarANowsky. Rev. 
de cirug., Buenos Aires, 1925, iv, 195. 

Osteomyelitis; its treatment with special reference to the 
use of bipp. A. P. MacKinnon. Canadian M. Ass. J., 
1925, Xv, 1222. [306] 

New conceptions of the etiology, pathogenesis, and 
treatment of rickets. PERERA. Prog. de la clin., Madrid, 
1925, Xili, 442. 

Studies on experimental rickets. I. The occurrence of 
rickets in young rabbits born of mothers infected with 
schistosomum japonicum. R. KAwAmurRA and Y, KAsAMA. 
J. Exper. Med., 1925, xlii, 793. 

Experimental studies on rickets: IIT. Protein substan- 
ces as a factor in normal osteogenesis and in the healing 
of rickets. A. De BosAnyt. Am. J. Dis. Child., 1925, xxx, 
780. 

Syphilis of the osseous system. C. C. Garr. Internat. 
J. Med. & Surg., 1925, xxxviii, 475. 


Diathermy in bone lesions. W. W. Carey. Med. J. & 
Rec., 1925, Cxxii, 673. 

Traumatic bone sarcoma. J. SepestyéN. Arch. f. klin. 
Chir., 1925, cxxxvi, 716. 

Sarcoma complicating osteitis deformans: a report of two 
cases. J. D. Camp. Radiology, 1925, v, 495. 

The nature and management of joint disease. Leipzig: 
Perles, 1925. 

Snapping joints. A. C. Brunt. Anat. Anz., 1925, lx, 73. 

The influence of focal infection and the pathology of 
arthritis; results of experiments. R. Pemperton, F. A, 
Cajort, and C. Y. Crourer. J. Am. M. Ass., 1925, 
Ixxxv, 1793. [306] 

Gonorrhceal arthritis: preliminary report of a new 
treatment. T. C. Srettwacen. J. Urol., 1925, xiv, 661. 

30 


Arthritis, as the first symptom of tabes. ZANott. Chir. 
d. organi di movimento, 1925, ix, 613. 

Chronic arthritis and its X-ray interpretation. Kress. 
Muenchen. med. Wehnschr., 1925, Ixxii, 1375. 

The roentgen treatment of arthritis deformans. K. 
STauniGc. Strahlentherapie, 1925, xx, 113. 

Juxta-articular nodosities. Dupots and Moncarey. 
Bruxelles-méd., 1925, v, 1453. 

A case of amyotonia congenita. E. Prrrcnarp. Proc. 
Roy. Soc. Med., Lond., 1925, xix, Sect. Study Dis. Child. 
I 


The use of “ functional” protheses of soft material in the 
treatment of paralytic deformities in children. S. SiLper- 
steIN. Ztschr. f. orthop. Chir., 1925, xlvi, 550. 

Spastic functional disturbances and spastic deformity 
from the orthopedic standpoint. P. HaGLunp. Ztschr. f. 
orthop. Chir., 1925, xlvi, 507. 

Hydatid cysts of the muscles and their cellular structure. 
R. R. Vittecas. Rev. de cirug., Buenos Aires, 1925, iv, 


Acute and chronic tendovaginitis and its management. 
G. Hauck. Arch. f. klin. Chir., 1925, cxxxvi, r6r. 

Bilateral hygroma of the subserous bursa. L. Torraca. 
Riforma med., 1925, cli, 985. 

Multiple disseminated tumors in muscles of the extremi- 
ties. F. SunpeLin. Acta med. Scand., 1925, Ixii, 442. 

Subcutaneous rupture of the biceps. Brancuert. Chir. 
d. organi di movimento, 1925, ix, 589. 

Volkmann’s ischemic contracture. J. Jorce and A. 
Movucuer. Bull. et mém. Soc. nat. de chir., 1925, li, 884. 

Report of a case of Volkmann’s contracture involving 
the pronator quadratus. J. S. Stone. Boston M. & S. J., 
1925, CXxciii, 1149. 


] 
the 
192 
ten 
f. | 
( 
to 
De 
Fr 
] 
Ch 
( 
ELI 
( 
spi 
( 
an 
ly 
] 
spe 
cic 
Ly 
me 
spc 
19) 
d 
mo 
19: 
int 
cli 

H. 
ilia 
en 
51. 
th 
log 

id 
ac 
At 
19 

or 
du 
Re 
Ch 
Br 


BIBLIOGRAPHY OF CURRENT LITERATURE 339 


Fibroma of the tendon sheath of the flexor profundus of 
the ring finger. Avont. Chir. d. organi di movimento, 
1925, ix, 629. 

A contribution on the anatomy and physiology of the 
tendon sheaths of the fingers and hand. G. Hauck. Arch. 
f. klin. Chir., 1925, cxxxvi, 150. 

Contracture of the thumbs in small children; its relation 
to the disease picture of snapping fingers. W. GorHLer. 
Deutsche med. Wchnschr., 1925, li, 1200. 

The Klippel-Feil syndrome. T. P. Nospie and J. M. 
FrawLey. Ann. Surg., 1925, Ixxxii, 728. 306 

Psoas pain ‘n spondylitis. A Grecory. Zentralbl. .. 
Chir., 1925, lii, 2165. 

Congenital malformation of the spine. E. F. W. Buck- 
ELL. Brit. M. J., 1925, ii, 1123. 

Conservative treatment’ of tuberculous disease of the 
spine. Sir H Gauvain Brit. M. J.. 1925, ii 937. [307] 

Operations for spinal fixation. G. R. GIRDLESTONE. 
Brit. M. J., 1925, ii, 940. [307] 

The internal architecture of the vertebra. GALLo1s 
and Japiot. Rev. de chir., Par., 1925, xliv, 688. 

The removal of an intravertebral projectile. P. BoNNET. 
Lyon Chir., 1925, xxii, 718. 

Fracture of the transverse lumbar apophyses; traumatic 
spondylolisthesis; involvement of the right ureter in a deep 
cicatrix with resulting hydronephrosis. J. CREYSSEL. 
Lyon chir., 1925, xxii, 678. 

Spina bifida sacralis anterior, O. Hotzapret. Deutsche 
med. Wechnschr., 1925, li, 1368. 

A further contribution to the study of chronic ankylosing 
spondylitis. H. Rune. Arch. f. orthop. u. Unfall-Chir., 
1925, XXlii, 640. 

A case of ankylosis of the vertebra associated with pul- 
monary tuberculosis. K. Srecrriep. Ztschr. f..Tuberk., 
1925, xliii, 109. 

Juvenile dorsal kyphosis. C. MARiINo-Zuco. Rassegna 
internaz. di clin. e terap., 1925, vi, 580. 

The sacrovertebral angle, its measurement and the 
clinical significance of its variations. W. H. Ropinson and 
H. W. Grimm. Arch. Surg., 1925, xi, g11. 

Painful conditions in the lumbar, lumbosacral and sacro- 
iliac regions. J. M. Berry. Arch. Surg., 1925, xi, *. 


The anatomy and ~ gr of Trendelenburg’s phenom- 
ena. R. Stevers. Ztschr. f. orthop. Chir., 1925, xlvi, 

14. 

: A hematoma occurring spontaneously in the sheath of 
the rectus abdominis muscle: a consideration of its gyneco- 
logical and obstetrical significance: report of two cases. 
C. CuLBERTSON. J. Am. M. Ass., 1925, Ixxxv, 1955. 

The etiology and pathogenesis of Perthes’ disease; with 
a description of a case of tripartite patella. G. BEUTTNER. 
Arch. f. klin. Chir., 1925, cxxxvi, 703. 

Perthes’ disease. H. F. MacAutey. Irish J. M. Sc., 
1925, p. 560. [308] 

The non-tuberculous hip of early life. IT. In childhood. 
J. A. Key. J. Missouri State M. Ass., 1925, xxii, 429. [308] 

Early rachitic changes in the femur and tibia. H. W. 
Cuaprer. California & West. Med., 1925, xxiii, 1581. 

A roentgen-ray study of the injected knee joint. R, 
Corp and P, KiinGenstern. Arch. Surg., 1925, xi, 

A peculiar case of genu varum. A. Jann. Ztschr. f. 
orthop. Chir., 1925, xlvi, 578. 

The report of a case of swelling of the knees probably 
due to the toxins of tuberculosis. D. PATERSON. Proc. 
Roy. Soc. Med., Lond., 1925, xix, Sect. Study Dis. 
Child., 17. 

A case of hooked limb. RonpET, ROLLAND, and Roux- 
Bercer. Bull. et méd. Soc. nat. de chir., 1925, li, 864. 


A case of separation of the anterior tuberosity of the 
tibia. L. VeRpELet and R. Guérin. J. de méd. de Bor- 
deaux, 1925, cii, 858. 

Observations of Osgood- —" disease. R. OLLEREN- 
sHaw. Brit. M. J., 1925, ii, 9 [309] 

A giant-cell tumor of the mnidlale third of the shaft of the 
fibula. B. R. Kirkiin and W. D. Gatcu. Am. J. Roent- 
genol., 1925, xiv, 521. 

The statics and mechanics of the foot with reference to 
the genesis of flat-foot. A. Scumipt. Ztschr. f. orthop. 
Chir., 1925, xlvi, 562. 

Flat-foot and accidental injury. M. Treuscner. Arch. 
f. orthop. u. Unfall-Chir., 1925, xxiii, 635. 

Hallux valgus and curvatures of the other toes. G. 
Houmann. Ergebn. d. Chir. u. Orthop., 1925, xviii, 308. 

Malacia of the sesamoid bones of the first metatarsal, a 
typical disease picture. W. MUELLER. Beitr. z. klin. Chir., 
1925, CXXXiv, 308. 

The sunshine and seaside treatment of bone and joint 
tuberculosis of the foot. Vayora-Coco. Chir. d. organi di 
movimento, 1925, ix, 533. 


Surgery of the Bones, Joints, Muscles, 
Tendons, Etc. 


The bone operation. M. Hackensrocn. Zentralbl. f. 
Chir., 1925, lii, 2051. 

Experiences with Kirschner’s bone suture. A. WINKEL- 
BAUER. Deutsche Ztschr. f. Chir., 1925, exci, 353. 

Orthopedic treatment of bone and joint tuberculosis. 
Quirin. Ztschr. f. aerztl. Fortbild., 1925, xxii, 551. 

The treatment of muscular wryneck. A. H. Epwarps. 
Practitioner, 1925, cxv, 420. 

Osteofibroma of the scapula; partial removal of the 
scapula. P. Jaurecur. Rev. de cirug., Buenos Aires, 
1925, iv, 238. 

Conservation of the right hand after a crushing injury. 
P. Bonnet. Lyon chir., 1925, xxii, 721. 

The correction of flexion, adduction, and internal rota- 
tion deformities of the lower extremities resulting from 
cerebral palsy of childhood. R. H. Pytes. California & 
West. Med., 1925, xxiii, 1576. [310] 

A cinematic Lisfranc amputation with a motor to the 
loop according to the technique of Minervini. S. Bite. 
Policlin., Rome, 1925, xxxii, sez. prat., 1461. 

Report of two hip operations. W. L. SNeep and R. H. 
Patterson. South. M. J., 1925, xviii, 803. [310] 

A physiological method of treatment for the common in- 
juries met with in the region of the knee-joint. R. G. 
Atkins. J. Roy. Army Med. Corps., Lond., 1925, xlv, 423. 

Arthroplastic operations for ankylosis of the knee. 


Cepatos. J. de Chir., 1925, xxv, 133. [310] 
The treatment of congenital club foot. L. C. Anporr. 
* Clin. N. Am., 1925, v, 1245. [310] 


End-results of operation for the correction of drop-foot. 
W. C. Campsett. J. Am. M. Ass., 1925, Ixxxv, 1927. 


Fractures and Dislocations 


Fractures. S. B. MacMILian. Canadian M. Ass. J., 
1925, Xv, 1226, 

The problem of surgical biology; why does a fractured 
bone repair itself? R. Lericue and A. Poricarp. Presse 
méd., 1925, xxxiii, 1426. 

A clinical study of unusual fractures. E. BerGMANN. 
Arch. f. orthop. u. Unfall-Chir., 1925, xxiii, 667. 

Some experiments on fractures, Hastincs. N. Zealand 
M. J., 1925, xxiv, 301. 

The initial treatment of a fractured limb. M. Srncrarre. 
Practitioner, 1925, Cxv, 312. 


JA 
RD 

R. 
04| 
ev. 
rH. 
fs, 

G. 
05) 

& 
wo 
ig: 
73: 

of 

A. 
255 
ew 
I. 
‘ir. 
BS. 
K. 
d. 
he 
R- 
ty 
f. 
it. 

ii- 
ir. 
A. 
ng 


340 INTERNATIONAL ABSTRACT OF SURGERY 


The treatment of fractures of the limbs. F. D. SANDER. 
Practitioner, 1925, CXv, 321. 

Irreducible and recurring luxations; their surgical treat- 
ment. IF’. Guerint. Rev. Asoc. méd. argent., 1925, 
XXXViii, 403. 

The operative treatment of sternoclavicular luxation. 
H. Marxer. Zentralbl. f. Chir., 1925, lii, 2055. 

Repeated fractures of the humeral diaphysis in an old 
goiterous patient. Bérarp. Lyon chir., 1925, xxii, 743. 

Fracture of the lower end of the humerus. G. Catro. 
Policlin., Rome, 1925, xxxii, sez. chir., 479. 

The reduction of typical luxation of the elbow. KREUTER. 
Fortschr. d. Therap., 1925, i, 501. 

A typical fracture of the radius. A. Porrscu. Beitr. z. 
klin. Chir., 1925, Cxxxiv, 53. 

The diagnosis of epiphyseal separation at the lower end 
of the radius. R. Mater. Arch. f. klin. Chir., 1925, cxxxvi, 
519. 

Some considerations on old unreduced luxations of the 
carpus. A. Moucner. Bull. et mém. Soc. nat. de chir., 
1925, li, 870. 

Traumatic fractures of the vertebral column. S. Moore. 
J. Missouri State M. Ass., 1925, xxii, 417. (311] 

Compression fractures of the spine: their X-ray charac- 
teristics and differential diagnosis. L. R. Sante and L. 
G. McCurcuen. Radiology, 1925, v, 490. 

Fracture of the sixth cervical vertebra. Low. N. Zea- 
land M. J., 1925, xxiv, 282. 

Fracture of the vertebral processes by muscle traction. 
H. Scnurrz. Deutsche med. Wchnschr., 1925, li, 1402. 

The treatment of fractures by the practicing physician 
on the basis of the orthopedic principles involved. F. 
LANGE. Muenchen. med. Wchnschr., 1925, Ixxii, 1205. 

A dangerous period in the development of the hip joint 
and its importance with regard to the development of dis- 
location of the hip. R. J. HARRENSTEIN. Ztschr. f. orthop. 
Chir., 1925, xlvi, 481. 

Luxation of the hip with partial fracture of the femoral 
head and fragments remaining in the acetabulum. F, 
Papin and P, Leckne. Bull. et mém. Soc. nat. de chir., 
1925, li, 880. 

The combination of congenital dislocation of the hip 
with a congenital defect of the fibula. F. WATERMANN. 
Ztschr. f. orthop. Chir., 1925, xlvi, 581. 


The treatment of fractures of the long bones of the 
lower extremity. B.T. Tirton. Med. J. & Rec., 1925, 
cxxii, 663. 

Associated fractures of the femur and the patella: results 
of treatment with a Steinmann nail. CLAVvELIN and Picor, 
Bull. et mém. Soc. nat. de chir., 1925, li, 857. 

The management of fractures of the neck of the femur, 
W. Anscuuetz. Deutsche med. Wchnschr., 1925, li, 


1473. 

The treatment of severe fractures of the femur with 
plaster and extension. R. Even. Fortschr. d. Therap., 
1925, 1, 458. 

Bilateral congenital luxation of the patella and the head 
of the radius. H. Sreper. Ztschr. f. orthop. Chir., 1925, 
xlvi, 555. 

Luxation of the upper extremity of the fibula. J. 
VanvertTs. Bull. et mém. Soc. nat. de chir., 1925, li, 855. 

Tibiofibular diastasis following bimalleolar fracture with 
inability to walk; tibiofibular screwing; good functional 
result. C, Dujarter. Bull. et mém. Soc. nat. de chir., 
1925, li, 878. 

The mechanism of posterior marginal fractures of the 
tibia. S. Simon. hehe f. orthop. u. Unfall-Chir., 1925, 
xxiii, 585. 

A case of Lisfranc’s disloction. FraANcescont. Chir. d. 
organi di movimento, 1925, ix, 589. 

Avulsion fracture of the tuberosity of the fifth metatar- 
sal. H. Scnuretz. Deutsche med. Wchnschr., 1925, li, 
1485. 

The surgical treatment of fractures of the os calcis. 
Comotut. Chir. d. organi di movimento, 1925, ix, 622. 

The juxta-Achilles route of access to the posterior frag- 
ment in malleolar fractures. Tavernier. Lyon chir., 
1925, XXxii, 715. 


Orthopedics in General 


The usefulness of Schoemann’s extension forceps. O. 
Friscu. Arch. f. klin. Chir., 1925, cxxxv, 668. 

A new method of fitting ‘artificial leg sockets. I. M. 
Littte. Brit. M. J., 1925, ii, 896. {311] 

Useful applicances in the treatment of some common 
injuries. H. M. Wecerortu and A. Wecerortu. Cali- 
fornia & West. Med., 1925, xxiii, 1590. 


SURGERY OF ‘THE BLOOD AND LYMPH SYSTEMS 


Blood Vessels 


A statistical contribution on thrombosis and pulmonary 
embolism in regard to the Trendelenburg operation. F. 
Wermpter. Zentralbl. f. Gynaek., 1925, xlix, 1560. 

3 


12] 

A case of palpable air embolism. J. VicyAz6. Zentralbl. 
f. Chir., 1925, lii, 1816. 

Fat embolism. A. W. Extine and C. E. Martin. Ann. 
Surg., 1925, Ixxxii, 336. [312] 

Coronary occlusion-report of cases. G. F. CLark. U.S. 
Naval M. Bull., 1925, xxiii, 487. 

Acute obstruction of the coronary artery. J. B. 
Herrick. Northwest Med., 1925, xxiv, 593. 

The pathology of coronary arterial disease. R. L. 
BENSON and W. C. Hunter. Northwest Med., 1925, 
xxiv, 606. 

The report of a case of multiple aneurisms and brady- 
cardia resulting from auriculoventricular dissociation. 


C. Betio. Rev. de med. y cirug., Caracas, 1925, viii, ° 


183. 


A consideration of aneurisms of the internal carotid 
artery and tumors at the base of the brain. M. C. SosMan, 
Brit. J. Radiol., 1925, xxx, 468. 

Aneurism of the aortic arch with rupture. L. M. Disosway 
and D. R. Murcuison. South. M. & S., 1925, Ixxxvii, 723. 

Roentgenological diagnosis in aneurism of the descending 
aorta. A. Kniprer. Rassegna internaz. di clin. e terap., 
1925, Vi, 

Compression of arteries with curved rubber covered 
forceps in the treatment of aneurism. J. R. Eastman. 
J. Indiana State M. Ass., 1925, xviii, 451. 

A case of giant nevus. J. D. Rotieston. Proc. Roy. 
Soc. Med., Lond., 1925, xix, Sect. Study Dis. Child., 7. 

The X-ray as a diagnostic aid in cases of hemangioma. 
L. Dunn. Ann. Surg., 1925, Ixxxii, 880. |312] 

Blood vessel transplantation. R. WeEGLowsk!. Zen- 
tralbl. f. Chir., 1925, lii, 2241. 

Pathological and anatomical findings in varices of the leg. 
S. Yamato. Arch. f. path. Anat., 1925, cclvii, 490. 

Varix operation according to Babcock’s technique. 
HoseMann. Zentralbl. f. Chir., 1925, lii, 1765. 


u 

x 

x 

d 

L 

x 

L 

I 

is 

k 

I 

a 

J 

b 
Z 

il 

b 

I 

i 

I 

\ 

\ 

a 

A 

P 

I 

n 
0 

Z 

Pp 

|_| 


BIBLIOGRAPHY OF CURRENT LITERATURE 341 


Ligation of the anterior tibial artery in the middle and 
upper thirds of the leg. J. A. CAzrro. Semana méd., 1925, 
xxxii, 986. 

Examination of the effect of the roentgen rays on blood 
vessels and capillaries. O. Davin. Brit. J. Radiol., 1925, 
XXX, 402. 

Blood; Transfusion 


Serological studies on the blood of the primates. I. The 
differentiation of human and anthropoid bloods.  K. 
LANDSTEINER and C. P. MILER, Jr. J. Exper. Med., 1925, 
xlii, 841. 

Serological studies on the blood of the primates. IL. 
The blood groups found in the anthropoid apes. K. 
LANDSTEINER and C. P. Mitier, Jr. J. Exper. Med., 
1925, xlii, 853. 

Serological studies on the blood of the primates. III. 
The distribution of serological factors related to human 
iso-agglutinogens in the blood of the lower monkeys. 
K. LANDSTEINER and C. P. MILter, Jr. J. Exper. Med., 
1925, xlii, 863. 

The red-cell sedimentation test. O. R. Nees. U. S. 
Naval M. Bull., 1925, xxiii, 471. 

The blood-sedimentation test (Fahraeus) in the diagnosis 
and prognosis of disease. M. Bocuner and H. WASsING. 
J. Lab, & Clin. Med., 1925, xi, 214. 

Studies of the stimulative effect of anemic blood on 
blood-cell formation. J. and Kiss. Biochem, 
Ztschr., 1925, clx, 442. 

The influence of desiccated s _— and bone-marrow feed- 
ings upon the erythrocyte and haemoglobin content of the 
blood. S. SHaprro and F. H. FRANKEL. Endocrinology, 
1925, ix, 472. 

Identification of three types of mononuclear phagocytes 
in the peripheral blood. F. A, McJunktn. Arch. Int. Mec., 
1925, XXXVi, 799. 

A case of polycythemia vera treated by venesection. 
W. H. Krompern. Bull. Buffalo Gen. Hosp., Buffalo, N. 
York, 1925, iii, 61. 

Blood-platelet counts in — and young children. 
S. McLean, J. P. Carrey, K. V. Krewe, R. BURLAND, 
and M. Brop. Am. J. Dis. Child., 1925, xxx, 810. 

The value of the icterus index in differentiating anemia. 
A. V. St. Georce and A. L. Brown. Arch. Int. Med., 
1925, XXXvi, 847. 

Record of a blood crisis. A. E. Somerrorp. Lancet, 
1925, Ccix, 1280, 

Venesection and blood transfusion in carbon-monoxide 
poisoning. Sir C. Gorpon-Watson. Brit. M. J., 1925, ii, 
1049. 

The classification of the haemorrhagic diatheses. H. 
Becks. Acta med. Scand., 1925, Ixii, 474. 

Concerning hemophilia. J. Comny. Bull, et mém. Soc. 

méd. d. hép. de Par., 1925, xli, 1327. 


SURGICAL 


Operative Surgery and Technique; Postoperative 
Treatment 


The hygiene of the operating room. M. Kirscuner. 
Zentralbl. f. Chir., pet 2162. 

The management of children before and after operative 
procedures. P, DREVERMANN. Ergebn. d. Chir. u. Orthop., 
1925, xviii, 475. 

The evaluation of ames risks from the standpoint of 
the general practitioner. F. H. McMecuan. Canadian 


M. Ass. J., 1925, xv, 1209. 


Hemogenic hemophilia. P. Emme-Weit and P. Iscu- 
Watt. Bull. et mém. Soc. méd. d. hép. de Par., 1925, xli, 
1314. 

The calcium content of blood and pus and its significance. 
F. and E. Scuetter. Arch. f. klin. Chir., 1925, 
cxxxvi, 763. 

Arrest of hemorrhage in ‘oo wounds infiltrated 
with adrenalin. S. Loewe, C. Hirscu and F. LANGceE. 
Ztschr. f. g. ges. exper. Med., 1925, xlvi, 680. 

Coagulation of the blood: the influence of the pH, 
dialysis and electro-dialysis on the coagulation of fibrin- 
= R. Rasrnovicn. Rev. Soc. argent. de biol., 1925, i, 


lood transfusion. A. O. Bryan. N. Orleans M. & S. J., 
1925, xxviii, 387. 

Blood transfusion. K. Lagua and F. Lienic. Ergebn. 
d. Chir. u. Orthop., 1925, xviii, 63. 

Blood tranfusion by the direct syringe cannula-needle 
method: its application in major surgery. A. A. SrRAuss. 
Surg., Gynec. & Obst., 1925, xli, 678. [313] 

The technique of direct blood transfusion: an improved 
method. A. Beck. Zentralbl. f. Gynaek., 1925, xlix, 2010. 

Intravenous injections of animal blood by Kisch’s 
method. H. Eurricu. Deutsche med. Wehnschr., 1925, li, 
1366. 

Arrest of haemorrhage by transfusion: 
factors effecting coagulation. H. WiILpEGANs. 
klin. Chir., 1925, -cxxxvi, 627. 


transference of 
Arch. f. 


Lymph Vessels and Glands 


The surgical treatment of elephantiasis of the lips 
V. M. MeEttetti. Policlin., Rome, 1925, xxxii, sez. chir., 
520. 

Generalized tuberculous adenitis, with the report ofa 
case. L. H. Crrep and F.C. Narr. Am. J. M. Sc., 1925, 
clxx, 822. 

An unusual case of tuberculous inflammation of the tra- 
cheal and bronchial lymph nodes. H. Hartman. Texas 
State J. M., 1925, xxi, 488. 

Clinical and histological observations following roentgen 
radiation of subacute and chronic abscesses of the axillary 
glands. A. Ruerz. Med. Klin., 1925, xxi, 1299. 

The treatment of inguinal adenitis with the salts of 
antimony. F. Destérano and F. Vaccarezza. Se- 
mana méd., 1925, xxxii, 1013. 

Unusual affections of the glands, tuberculosis and 
actinomycosis. L. E. PaGiiere. Rev. Soc. argent. de 
urol., 1925, i, 143. 

Lymphadenoma (Hodgkin’s lymphogranuloma). Sir H. 
Lancet, 1925, ccix, 1209, 

The radiation reaction of metastatic squamous-cell 
carcinoma in cervical lymph nodes. D. Quick and M. 
Cutter. Am. J. Roentgenol., 1925, xiv, 529. 


TECHNIQUE 


Cardiac factors in surgical indications. C. H. ANDERSON. 
Northwest. Med., 1925, xxiv, 610. [314] 

Diabetes and operation. O, Leyron. Lancet, 1925, ccix, 
1162. 

Some personal observations on operative technique. 
J. A. Kenney. J. Nat. M. Ass., 1925, xvii, 198. 

Aseptic ee in the operating rules ‘of the surgical 
clinic of Lund. R. Ivarsson. Acta chirurg. Scand., 1925, 
lix, 299. 

The blood supply of whole-thickness skin grafts. J. 5S. 
Davis and H. K. Traut. Ann. Surg., 1925, lxxxii, 871. [314] 


the 
)25, 
OT. 
ur, 
li, 
ith | 
“ad 
255 
4. 
5. 
ith 
nal 
ir., 
he 
25) 
d. 
ir- 
li, 
is. 
D. 
1| 
on 
li- 
id 
N. 
AY 
136 
ng 
Dey 
ed 
N. 
‘a. 
2) 
n- 
Ie. 


342 


The use of the seasponge as a surgical dressing. J. S. 
Davis and H. F. Traut. Arch. Surg., 1925, xi, 946. 

Physical and chemical considerations in surgical drain- 
age. G. Zorraguin. Clin. quirdrg., 1925, i, 199. 

The use of the water suction pump for the removal of 
serous and pus exudates. J. FLescu. Klin. Wchnschr., 
1925, iv, 1593- 

Bacteriological blood studies after operation. 
Semert. Zentralbl. f. Bakteriol., 1925, xcv, 444. 

The study of the protein bodies of the blood after 
operation. H. Hurck. Arch. f. klin. Chir., 1925, cxxxvi, 


774- 

Postanwsthetic hypoglycemia; a study of the etiology of 
recurrent vomiting. H. Joserus. Bull. Johns Hopkins 
Hosp., Balt., 1925, xxxvii, 376. 

The classification of postoperative pulmonary lesions. 
N. B. Gwyn. Canadian M. Ass. J., 1925, xv, 1205. 


Antiseptic Surgery; Treatment of Wounds and 
Infections 


The treatment of severe burns. G. Rtent. Wien. klin, 
Wehnschr., 1925, xxxviii, 833. 

The management of aseptic wounds. H. REINBERG. 
Zentralbl. f. Chir., 1925, lii, 1998. 

The treatment of incisional sinuses. H. HAtiiay. 
Indian M. Gaz., 1925, Ix, 559. 

The treatment of lacerated wounds of the extremities. 
A. M. Suowatter. Virginia M. Month., 1925, lii, 581. 

Serum therapy of anaerobic affections with polyvalent 
antigangrene serum. H. Vincent. Bruxelles-méd., 1925, 
v, 1470. 

Vaccine therapy of acute microbic affections. L. Brr- 
TRAND. Bruxelles-méd., 1925, v, 1496. 

Vaccine therapy in surgery. Riforma med., 1925, xli, 


The effect of rivanol and its dependence upon technique. 
W. Brock. Arch. f. klin. Chir., 1925, exxxvi, 198. 

The intravenous use of dyes. J. W. Cuurcuman. J. 
Am. M. Ass., 1925, Ixxxv, 1849. 

Experimental and clinical investigation of mercuro- 
chrome. A. T. Topp. Lancet, 1925, ccix, 1017. (314] 


INTERNATIONAL ABSTRACT OF SURGERY 


The treatment of sepsis with mercurochrome-220 soluble: 
report of necropsies in five cases. A. V. St. Georce. J. 
Am. M. Ass., 1925, Ixxxv, 2005. [314] 


Anesthesia 


The preparation of patients for anaesthesia. H. P, 
Stevens. Boston M. & S. J., 1925, exciii, r15r. 

Relation of heart disease to anesthesia and surgery. J. 
Russet. Med. Herald & Electrotherap., 1925, xliv, 296. 

Carbon dioxide as an aid in general anesthesia. J. S, 
Lunpy. J. Am. M. Ass., 1925, Ixxxv, 1953. 

A lecture on respiration in anesthesia; control of carbon 
dioxide. Y. HeNpErSON. Brit. M. J., 1925, ii, 1170. 

Complete or partial narcosis in dental practice? A. Ley, 
Ztschr. f. Stomatol., 1925, xxiii, 546. 

The use of a pharyngeal cannula during narcosis. H, 
Scumipt. Zentralbl. f. Chir., 1925, lii, 1884. 

“thylene anesthesia. A. P. Jones. Virginia M. Month., 
1925, lii, 589. 

Explosions of anesthetic gases: a method for the control 
of electrostatic conditions. I. C. Hers. J. Am. M. Ass., 
1925, Ixxxv, 1788. 

Sacral anesthesia. W. Picktes. Rhode Island M. J., 
1925, viii, 193. 

Sacral anesthesia. E. J. Orrennermmer. Boston M. & 
S. J., 1925, exciii, 1094. 

Rectal anesthesia. R. D. Laurie. Brit. M. J., 1925, ii, 
1123. 

Rectal anesthesia. Sir W. I. DE C. WHEELER. Brit. 
M. J., 1925, ii, 1223. 

Studies in local anesthesia. IIT. The pharmacology of 
some paramino-benzoate compounds. W. J. R. HeEtne- 
KAMP. J. Lab. & Clin. Med., 1925, xi, 280. 

Experimental studies of the clinical results obtained with 
tutocain and dolantin, new local anwsthetics. O. Wiep- 
Hopr. Muenchen. med. Wchnschr., 1925, Ixxii, 1597. 

The standardization of some new local anesthetics by 
the Pittinger method. G. W. Moxon and O. V. Paw iscu. 
J. Lab. & Clin. Med., 1925, xi, 292. 

Causes of death in so-called late anwsthetic deaths. N, 
Suzuki. Mitt. a. d. med. Fak. d. k. Univ. Kyushu., 
Fukuoka, 1925, x, 241. 


PHYSICOCHEMICAL METHODS IN SURGERY 


Roentgenology 


The heat point hypothesis according to Holthusen. F, 
Dessaver. Strahlentherapie, 1925, xx, 307. 

Common misconceptions in radiotherapy. A. U. 
Desyarpins. Surg., Gynec. & Obst., 1926, clii, 64. [316] 

The first three essentials in the development of the 
roentgen-ray art. E. C. Jerman. Radiology, 1925, v, 


20. 
The physical and chemical effects of the roentgen rays 
on the organism. G. D. Lreper. Strahlentherapie, 1925, 


X, 93. 

ecione sulphate as a protective material against roent- 
gen radiation. F. L. Hunt. Am. J. Roentgenol., 1925, 
xiv, 524. 

A practical method for the routine determination of the 
quantity and quality of the X-rays. E. C. Ernst. Radi- 
ology, 1925, v, 468. 

Efficient and economical filtration. A. W. ERsKINE. 
Brit. J. Radiol., 1925, xxx, 479. 

The exclusion of the secondary rays by means of the 
Potter-Bucky diaphragm. Gtasscuers. Ztschr. f. d. ges. 
phys. Therap., 1925, xxx, 215. 


A device for making the Bucky diaphragm comfortable . 


C. E. Hatnes. Med. J. & Rec., 1925, cxxii, 665. 

Roentgenspectography: the basis of its usefulness in 
medical practice. H. Raum. Beitr. z. klin. Chir. 1925, 
CXXXiV, 209. 

General indications for X-ray and radium therapy. L. 
J. FrrepMAN. Med. J. & Rec., 1925, cxxii, 680. 

Roentgen treatment of glandular tuberculosis. P. 
AMUNDSEN. Acta radiol., 1925, iv, 340. 6 

The X-ray as a therapeutic agent, and certain conditions 
which the radiotherapeutist must keep constantly in mind; 
with a report of a case. W. H. Mick. Urol. & Cutan. 
Rev., 1925, Xxix, 715. 

A practical method for applying X-rays, 120-150 per 
cent of the skin dose, to the tumor without injury to the 
skin. W. SteNstRoEM, W. Mattick, and B. ScuReINER. 
Acta radiol., 1925, iv, 347. (317] 

The action of the roentgen rays on tumor formation. 
C. ScHoeNnor. Med. Klin., 1925, xxi, 1302, 1350. 

Radiological considerations on cutaneous tumors. J. C. 
LanpaBurvu. Rev. méd. Lat.-Am., 1925, xi, 166. 

Roentgen injuries. H. Raum. Strahlentherapie, 1925, 
XX, 213. 


ra 
st 
in 
Ce 
by 
x) 
ca 
A 
©) 
B 
I 
a 
k 
I 
a 
n 
( 
I 
I 
I 
] 


BIBLIOGRAPHY OF CURRENT LITERATURE 343 


Radium 


Some unrecognized dangers in the use and handling of 
radio-active substances, with especial reference to the 
storage of insoluble products of radium and mesothorium 
in the reticulo-endothelial system. H. S. MartLanp, P. 
CoNLON, and J. P. Kner. J. Am. M. Ass., 1925, Ixxxv, 1769. 

Contribution on the experimental provocation of tumors 
by means of radium. F. Darts. Brit. J. Radiol., 1925, 
XXX, 474. 

The treatment of cancers of the skin, orifices, and mucous 
cavities with radium. E. J. Jonquiéres. Rev. méd. Lat.- 
Am., 1925, Xi, 104. 

The encirclement method of using buried radium tubes. 
W. S. Hanptey. Brit. J. Radiol., 1925, xxx, 422. [317] 


Miscellaneous 
The present status of occupational therapy in the hos- 
pital curriculum. J. D. Apams. Boston M, & S. J., 1925, 
cxciii, 1146. 


Physiotherapy. F. W. Harvey. Canadian M. Ass. J. 
1925, xv, 1218. 

Chemical changes produced by light energy. G. W. 
Pucner. Bull. Buffalo Gen. Hosp., Buffalo, N. York, 
1925, iii, 76. 

The organization and work of a light department in a 
surgical tuberculosis hospital. Str H. Gauvain. Proc 
Roy. Soc. Med., Lond., 1925, xix, Sect. Electrotherap., 


The selection of apparatus for the production of arti- 
ficial sunlight. G. M. Levick. Proc. Roy. Soc. Med., 
Lond., 1925, xix, Sect. Electrotherap., 2. 

The limitations of actinotherapy. G. Marrevcct. 
Actinoterapia, 1925, v, 11. 

The arterial tension in actinotherapy. P. M. Franco, 
Actinoterapia, 1925, v, 21. 

The personal experiences of the author with heat-free 
ultraviolet rays. F. Netzer: Strahlentherapie, 1925, xx, 
181. 

Medical and surgical diathermy. H. GoopMan. Med. 
J. & Rec., 1925, cxxii, 672. 


MISCELLANEOUS 


Clinical Entities—General Physiological 


Conditions 
Dangerous late sequel of paraffin injections. E. Rose. 
Beitr. z. klin. Chir., 1925, Cxxxiv, 244. [318] 


Gangrene occurring in the aged. C. Noon. Practitioner, 
1925, CXV, 409. iy 

Bilateral spontaneous gangrene of the lower extremities, 
and a contribution on the pathology of the condition. A. 
Suro. Nisshin-Igaku, 1925, xiv, 1637. (318 

A case of granuloma annulare. H. TuursrreLp. Proc. 
Roy. Soc. Med., Lond., 1925, xix, Sect. Study Dis. Child., 


14. 

‘Studies on the relation between tumor susceptibility 
and heredity. II. The incidence of tar tumors in strains of 
mice having a differing incidence of spontaneous growths. 
C. J. Lyncu. J. Exper. Med., 1925, xlii, 829. 

The new outlook on cancer. W. Cramer. Brit. M. J., 
1926, i, 175. (318] 

The biochemical basis of the disposition to carcinoma. 
E. Freunp and G. Kaminer. Vienna: Springer, 1925. 

Some phases of the cancer question, C. E. BLack, 
Illinois M. J., 1925, xlviii, 460. 

Cellular reaction and the problem of cancer. B. Soxo- 
torr. J. Cancer Research, 1925, ix, 464. 

Cancer, its causes and certain prevention. 
Dresden: Pahl, 1925. 

Evidence in favor of the microbic origin of carcinoma. 
J. Loupon and J. M. McCormack. J. Michigan State M. 
Soc., 1925, xxiv, 661. 

The studies of Gye and Barnard on cancer. G. FICHERA. 
Rev. méd. Lat.-Am., 1925, xi, 11. 

The specific character of malignant neoplasia, with spe- 
cial reference to the control of cancer from this standpoint. 
W. Bratr Bett. Lancet, 1925, ccix, 1003. (318] 

The biology of cancer. A. H. Rorro. Rev. méd. Lat.- 
Am., 1925, xi, 15. ; 

A clinical study of malignant tumors. II. Breast and 
abdominal viscera, urinary and male sexual organs, the 
vertebrae, and the extremities. P. Zwerre: and FE. Payr. 
Leipzig: Hirzel, 1925. 

The grading of carcinoma. A. C. Bropers. Minnesota 
Med., 1925, viii, 726. 


E. BARKER. 


Cancers of the skin, the orifices, and the mucous cav- 
ities. E. J. Jonquréres. Rev. méd. Lat.-Am., 1925, xi, 


255. 

The method of Ghilarducci in the treatment of ulcerating 
cutaneous epitheliomata and cancer of the mouth, A. 
Possati. Actinoterapia, 1925, v, 34. 

Biological treatment and chemotherapy of cancer. I. L. 
Yaz. Rev. méd. Lat.-Am., 1925, xi, 92. 

Mineralization of the blood of cancer patients. R. | 
Paotuccr. Riforma med., 1925, xli, 937. 

Cancer mortality among insured wage earners and their 
families, 1911 to 1922. L. I. Dustin, E. W. Kopr, and 
G. H. Van Buren. New York: Metropolitan Life In- 
surance Company, 1925. [319] 

The social struggle against cancer in Argentina. J. B. 
GonzALez. Rev. méd. Lat.-Am., 1925, xi, 177. 

The mortality from cancer in Argentina. A. H. Rorro. 
Rev. méd. Lat.-Am., 1925, xi, 119. 

Rational surgery of cancer; its handicaps and limita- 
tions. A. C. Scort, Sr. Texas State J. M., 1925, xxi, 499. 


General Bacterial, Mycotic, and Parasitic 
Infections 


The question of the increase of virulence of micro- 
organisms. A. Rest. Zentralbl. f. Gynaek., 1925, xlix, 
2050. 

The influence of focal infections. D. J. McCartuy. J. 
Am. M. Ass., 1925, Ixxxv, 1949. 

Colon bacillosis and helminthiasis. Le Lorter and 
Fiscu. Bull. Soc. d’obst. et de gynéc. de Par., 1925, xiv, 


740. 

Cod-liver oil treated with magnesium hydroxide in the 
treatment of surgical tuberculosis. G. B. Ruopes. J. 
Lab. & Clin. Med., 1925, xi, 227. 

The treatment of surgical tuberculosis. J. VALLs. 
Semana méd., 1925, xxxii, 1064. 

Two cases of septicaemia due to streptococcus viridans. 
Moracas and Gracia. Ars med., 1925, i, 113. 

A case of gonococcus septicemia. L. A. Srece. Bull. 
Buffalo Gen. Hosp., Buffalo, N. York, 1925, iii, 66. 

Curative intraspinal serum therapy in acute tetanus. 
Rosineav. Bull. et. mém. Soc. nat. de chir., 1925, li, 854. 


uble: 
314] 
P. 
96. 
315] 
tbon 
EY, 
H. 
ith., 
\ss., 

Hi, 
y of 
NE- 
vith 

by 
CH, 

N. 
hu., 
in 

P. 
16] 
ons 
nd; 
an. 
per 
the 
ER. 
17] 
on. 


344 INTERNATIONAL ABSTRACT OF SURGERY 


The use of antitetanus serum in the treatment of tetanus. 
A. C. Harrison. Internat. J. Med. & Surg., 1925, xxxviii, 
405. 

Actinomycosis in the United States. A. H. SANroRD 
and M. VorLker. Arch. Surg., 1925, xi, 809. 

Types of cysticercus tumors. I’. D. BuLtock and M. R. 
Curtis. J. Cancer Research, 1925, ix, 425." 

A case of echinococcus cyst of the lumbar region. A. 
CampaTELut. Policlin., Rome, 1925, xxxii, sez. chir., 493. 

On the transplantability of the larva of twnia crassi- 
collis and the probable réle of the liver in cysticercus disease 
of rats. F. D. Buttock and M. R. Curtis. J. Cancer 
Research, 1925, ix, 444. 


Ductless Glands 


Some recent advances in our knowledge of the ductless 
glands. J. J. Apet. Bull. Johns Hopkins Hosp., Balt., 
1926, xxxviil, i. (321) 

Endocrinology in children. J. W. Bruce. Kentucky 
M. J., 1925, xxiii, 540. 


The experimental study of the internal secretions. A, J, 
Coro. Rev. de med. y cirug. de la Habana, 1925, xxx, 


99- 

The uses and abuses of endocrine therapy. W. L, 
Brown, S. Vincent, H. Garpiner-HiLt, K. M. WaAtker, 
H. W. Vines, and F, S, Lancmeap. Brit. M. J., 1925, 
ii, 1051. 


Surgical Pathology and Diagnosis 


The reticulo-endothelium. D. BorrNer-Parzetr, A, 
GoebEL, and F, STaNDENATH. Leipzig: ‘Thiéme, 1925. 

An inductive theory of inflammation. P. Grawyrz. 
Arch. f. klin. Chir., 1925, cxxxvi, 678. 

The formation of cysts and cavities and their relation to 
degeneration. M. Gara. Zentralbl. f. Chir., 1925, lii, 2238. 

Bacteria and fibrin stones and the stone formation 
theory. P. Biarr, Ztschr. f. urol. Chir., 1925, xvii, 67. 

Diagnosis with the open eye (ectoscopy). E. Weisz. 
Berlin: Urban & Schwarzenberg, 1925. 

A method for washing fixed tissue. B. G. H. Tuomas. 
J. Am. M. Ass., 1925, Ixxxv, 1811. 


th 
hi 
hi 
ti 
re 
CZ 
m 
I. 
P; 
be 
st 


